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in the school-age child... 


when learning behavior problems 
lags behind «d disturb 
intelligence the family 


Caheri00 


Tablets containing 100 mg. deanol as the acetamidobenzoate 


e Improves alertness and lengthens 
attention span 


e Facilitates learning and improves 
scholastic performance 


e Improves social adaptability and 
makes for better integration 


e Decreases irritability and 
restlessness, improves family 
relationships 


Does not interfere with other 
indicated therapy 


Availability 


Scored pink tablets in bottles of 50. 
Write for descriptive literature 
and bibliography 


Northridge, California 
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Infectious folliculitis with secondary impetiginization treated with FURACIN-HC Cream 
—6 days later improved and discharged. 


Pyodermas: In clinical use for more than 13 years and today the 
fight most widely prescribed single topical antibacterial, 
Furacin retains undiminished potency against patho- 


infection, 
gens such as staphylococci that no longer respond ade- 


facilitate quately to other antimicrobials. FuRACIN is gentle, non- 


healing 


toxic to regenerating tissue, speeds healing through 
efficient prophylaxis or prompt control of infection. 
Unique water-soluble bases provide thorough penetra- 
tion, lasting activity in wound exudates, without “seal- 
ing” the lesion or macerating surrounding tissue. 


the broad-spectrum ® 
bactericide exclusively 
for topical use 


brand of nitrofurazone 


in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution /Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 
EATON LABORATORIES 

Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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a problem 


for your 
gallbladder 


For gallbladder patients Entozyme may provide significant re- creatin, NF. (in an enteric coating). Bile Salts stimulate the 
lief from the discomforts of fat-induced indigestion. Just six flow of bile and enhance the lipolytic activity of both 
Entozyme tablets (the usual daily dose) digest sixty grams of Entozyme’s Pancreatin and the patient’s own lipase. Together 
fat—or more. That's as much as 50 to 90% of the normal daily Bile Salts and Pancreatin greatly aid the emulsification and 
intake of average adults. transport of fat. 


The reason for Entozyme’s fat-digestion potency is that each  Entozyme also contains Pepsin, N.F., 250 mg., which facili- 
tablet contains 150 mg. 


of Bile Salts and 300 mg. of Pan- tates the breakdown of protein. 
A. H. Robins Company, Inc., Richmond 20, Virginia 
digestive 
Supplement 
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For neuralgias, dysmenorrhea, upper respiratory dis- 
tress, and postsurgical conditions...new compound 
kills pain, stops tension, reduces fever— gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, Third, caffeine: a safe, mild stimulant 
totally different analgesic combination for elevation of mood. As a result, the 
that contains three drugs. First, Soma: a patient gets more complete relief than he 
new type of analgesic that has proved to does with other analgesics. Soma Com- 
be highly effective in relieving both pain pound is nonnarcotic and nonaddicting. 
and tension.” Second, phenacetin: a It reduces pain perception without im- 
“standard” analgesic and antipyretic. pairing the natural defense reflexes.* 


NEW NONNARCOTIC ANALGESIC 


Composition: 
Soma (carisoprodol), 200 mg.; 


® phenacetin, 160 mg.; 
caffeine, 32 mg. 
soma om oun Sopot 
Supplied: Bottles of 50 
apricot-colored, scored tablets. 
NEW FOR MORE SEVERE PAIN 


soma (‘ompound--codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Com- 
pound boosts the effectiveness of codeine. Therefore, only “% grain of 
codeine phosphate is supplied to relieve the more severe pain that 


usually requires 2 grain. Composition: Same as Soma Compound plus “% grain 
codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: Bottles of 50 white, lozenge- 
shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


(/ WALLACE LABORATORIES - Cranbury, N. J. 
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NEW! 
specific for 


improved 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 

@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 

@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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you can't prescribe a more 
effective antibiotic than 


Erythromycin, Abbott 
How much “spectrum” do you need in treat- 
ing an infection? Clearly you want an anti- 
biotic that will show the greatest activity 
against the offending organisms and the least 
activity against non-pathogenic gastro-intes- 
tinal flora. 
Weigh these criteria— and make this com- 
parison — when treating your next coccal 
infection. Erythrocin is a medium-spectrum 


102204 


antibiotic, notably effective against gram- 
positive organisms. In this it comes close to 
being a “specific” for coccal infections—which 
means it is delivering a high degree of activ- 
ity against the majority of common infection- 
producing bacteria. 


And against many of the troublesome “staph” 
strains — a group which shows increasing re- 
sistance to penicillin and certain other an- 
tibiotics — Erythrocin continues to provide 
bactericidal activity. Yet, as potent as Eryth- 
rocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy- 
to-swallow Filmtabs®, 100 and 250 mg. Usual 
adult dose is 250 mg. every six hours. 
Children, in proportion to age and 
weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


MAXIP 


potassium phenethicillin 


® 


Consistent dependable therapeutic response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 


Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 
stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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extra 
antibiotic 
‘activity 


attains activity sustains activity Wet 
levels promptly levels evenly — le 


DECLOMYCIN DemethylIchlortetracycline attains— DECLOMYCIN Demethylchlortetracycline sustains BDECLC 
usually within two hours—blood levels more than ade- through the entire therapeutic course, the high activ. tivity | 
quate to suppress susceptible pathogens—on daily ity levels needed to control the primary infection and Bgiven.. 
dosages substantially lower than those required to to check secondary infection at the original—or a Bithus be 


elicit antibiotic activity of comparable intensity with another—site. This combined action is usually sus Bdosage 
other tetracyclines. The average, effective, adult tained without the pronounced hour-to-hour, dose-+to Bis the 
daily dose of other tetracyclines is 1 Gm. With dose, peak-and-valley fluctuations which character Bdosage 
DECLOMYCIN, it is only 600 mg. ize other tetracyclines. 


TETRACYCLINE TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY 


THERAPY 
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OMYCIN 


ity activity 


levels 24-48 a 


1e sustains, BOECLOMYCIN Demethyichlortetracycline retains ac- 
high activ tivity levels up to 48 hours after the last dose is 
fection and figiven. At least a full, extra day of positive action may 
inal—or a thus be confidently expected. The average, daily adult 
isually sus dosage for the average infection—1 capsule q.i.d.— 
yur, dose-t- fis the same as with other tetracyclines... but total 
1 character dosage is lower and duration of action is longer. 


DURATION OF PROTECTION 


ONS OF TETRACYCLINE C DOSAGE 


DURATION OF PROTECTION 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fil. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 ‘doses. 


PRECAUTIONS~—As with other antibiotics, DECLOMYCIN 
may occasionally give rise to glossitis, stomatitis, proc- 
titis, nausea, diarrhea, vaginitis or dermatitis. A photo- 
dynamic reaction to sunlight has been observed in a few 
patients on DECLOMYCIN. Although reversible by discon- 
tinuing therapy, patients should avoid exposure to in- 
tense sunlight. If adverse reaction or idiosyncrasy occurs, 
discontinue medication. 

Overgrowth of nonsusceptible organisms is a possi- 
bility with DECLOMYCIN, as with other antibiotics. The 
patient should be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 


AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Emko Background 


Emko is the result of a philanthropic 
research program established 

to seek a contraceptive that would 
prove effective in controlling 

birth rates of over-populated areas, 


For that reason, it had to be 
effective under the most 
adverse conditions... 
acceptable to women of low 
motivation . . . entirely 
different from jellies, creams 
and other methods. 


Emko Vaginal Foam was developed 
for use in Puerto Rico. 

This most successful experience 

led to the decision to 

make Emko available in other areas, 
including the United States 


NOW YOU GAN 
PUT YOUR PATIENT'S MIND 
AT EASE... WITH EMKO 


stocked by local drug stores 


THE EMKO COMPANY 
7912 MANCHESTER AVENUE ST. LOUIS 17, MISSOURI 
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VAGINAL 


PATS. PEND. 


ACTIVE INGREDIENTS: 
Nonyl phenoxy polyoxyethylene ethanol 8.0% 
Benzethonium Chloride 0.2% 


USING PRINCIPLES NEVER 


BEFORE APPLIED TO CONTRACEPTIVES 


THE FIRST AEROSOL FOAM! 


The volume of the material is expanded 
ten times to create a BLOCK OF FOAM. 


THIS BLOCK SEALS THE CERVICAL OS. 


Only a FOAM can successfully serve this 
diaphragm-like function . . . without inter- 
fering with normal intercourse or reducing 
sensory contact. 


A HIGHLY EFFECTIVE SPERMICIDE 


quickly renders the trapped sperm 
immotile. 


EASIER TO USE THAN ANY OTHER 
EFFECTIVE CONTRACEPTIVE 


The foam is placed with an entirely new 
type of “Touch Control” applicator. It’s 
filled automatically by touching the open 


end to the top of the bottle. 


* No douching . . . it vanishes after use 
* Absolutely no greasiness or ‘‘after-mess” 


¢ No diaphragm .. . the foam does 
the blocking 


* No irritation for husband or wife 


use of Emko. 


MARGARET SANGER RESEARCH BUREAU 
INTERIM REPORT 


In the Contraception Service of the Margaret Sanger Research 
Bureau, through October 31, 1960, Emko had been used from 
One to 22 months by 362 patients, with a total of 12 unplanned 
pregnancies. Seven of the pregnant patients admitted irregularity 
in the use of Emko. 


Two planned pregnancies had also occurred after stopping the 


A.J. SOBRERO, M.D. esearch Director 
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are opiates 
now 
in pediatric 
diarrhea? 


References: 1. Hock, C. W.: M. Times 88:320, 1960. 2. McHardy, G.; Browne, D.; McHardy, R.; Bodet, C., and Ward, S.: Am 


J. Gastroenterol. 24:601, 1955. 3. Robin, B. A.: Maryland State M.J., in press. 4. Farchione, L. A.: Arch. Pediat., 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 
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Ento 


(thihexinol methylbromide) 


the first pharmacologically-specific, non-narcotic antiperistaltic agent “apparently acts almost exclu- 
sively to inhibit gastrointestinal motor function”' and does not interfere with gastric secretion, digestive 
processes, Or produce other undesirable atropine-like effects when given in recommended dosage.’ 
controls diarrhea as rapidly and effectively as opiates. With Entoquel Syrup, symptoms were controlled within 24 
hours in 88% of one group of 88 children and in 89% of a second group of 94—with relief achieved in most 
cases within 12 hours. “None of the 182 patients required hospital admission because of dehydration and electrolyte 
imbalance.”° The antidiarrheal response was 
considered excellent or good in the large 
majority of 153 infants and children, 


Ward, S.: Am 


at., Jan. 1961 


including 31 of 41 in whom prior 
use of kaolin-pectin sus- 
pension had proved 
ineffectual.’’4 


without the undesirable properties of opiates. ENTOQUEL is completely unrelated chemically to the opium alka- 
loids— it has no addictive or central depressant properties and does not produce undesirable atropine-like effects 
when administered in the usual therapeutic dosages.? In 153 patients, a mild flushing of the skin was the 
only side effect noted. This occurred in 4% of the total cases and could be eliminated by decreasing dosage.’ 


And when the diarrhea is bacterial in origin, 


Entoquel syrup 


Dosage: Entoque! Syrup — Infants and Children up to 6 years, 2 to 1 teaspoonful q.i.d. Children 6 to 12 years, 1 to 2 teaspoonfuls q.i.d. 
‘atoquel with Neomycin Syrup — Infants and Children up to 6 years, 12 to 1 teaspoonful q.i.d. Children over 6 years, 1 to 2 teaspoonfuls 
did. Supplied: Entoque!l Syrup — Each 5 cc. contain 5 mg. thihexinol methyibromide, bottles of 6 oz. Entoquel with Neomycin Syrup — Each 
3c. contain 5 mg. thihexinol methylbromide and 50 mg. neomycin (from the sulfate), bottles of 6 oz. 
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For demonstrably greater relief in asthma’ 


CUEARS the bronchial tree of thick mucus and DILAVES the bronchioles 


Bronkotabs is more effective because it is more 
comprehensive in treatment. First, Bronkotabs 
dilates bronchioles, combats local edema and 
provides mild sedation. 


In addition, Bronkotabs decongests, using a most 
effective expectorant (glyceryl guaiacolate)? to 
liquefy and help expel the thick, tenacious mucus 
which is the cause of much of the respiratory 
distress in chronic asthma.? Since asthma is a 
chronic allergic disease of the bronchial tree,> 
Bronkotabs also supplies a highly efficient anti- 
histamine (thenyldiamine) for prophylactic main- 
tenance. Marked and consistent relief of 
symptoms with minimum side effects can be 
expected with a dose of one tablet every 

three or four hours, not to exceed five 
times daily. 


In a recent study! of 40 patients with 
asthma, 33 patients (82.5%) reported 


Bronkotabs brought fair to good relief from 
asthmatic symptoms. Asthma relief was expressed 
by ease of expectoration of secretions, reduction of — 
bronchospasm, and increased vital capacity. “The 
combination of drugs used in... [BRONKOTABS) 
... gave greater relief in these patients than the 
conventionally used tablet [ephedrine, theophyl- 
line, phenobarbital]. . .” 


BRONKOTABS DOES MORE FOR THE ASTHMATIC BECAUSE 

IT IS MORE COMPREHENSIVE IN ACTION. Each tablet con- 

tains: Theophylline 100 mg.; Ephedrine Sulfate 24 mg,; 

Phenobarbital 8 mg.; Thenyldiamine HCI 10 mg. and 

Glyceryl Guaiacolate 100 mg. 

Supplied: bottles of 100 white scored tablets. 
References: 1. Spielman, A. D.: In press. 2. Schwartz, 
E., et al.: Am. Pract. & Digest Treat. 7:585, 1956. 3. 
Ogden, H. D., and Fuchs, M.: J. Louisiana M. Soc. 
111:175, 1959. 4. Drill, W. A.: Pharmacology in Medi- 
cine, New York, McGraw-Hill Co., 1954, p. 41. 


GEORGE A. BREON & COMPA 
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New—for treatment of tinea pedis... 


Tinea trichophytosis of long duration— Marked clearing of lesions and infection 
before treatment. after treatment with CUPERTIN cream. 
(photos courtesy of Dr. N. Lambert, Nutley, N.J.) 


Topica UJ 3 T N 


(diphenyipyraline hydrochloride, 2%) 


directly fights infection 
dramatically stops itch 


CUPERTIN cream is a unique, new single chemical with 
two distinct pharmacologic actions: 


1) antifungal—highly effective against many fungi 
2) antipruritic—for immediate relief of itching 
... and CUPERTIN cream is virtually non-sensitizing. 


In controlled studies'-? of treatment of fungal infections, particularly tinea pedis, diphenyl- 
pyraline hydrochloride, 2%, proved to be a highly satisfactory agent in clearing the underlying 
fungus infection. The marked antipruritic property of the drug promoted prompt healing 
of lesions, reducing the urge to scratch and the danger of secondary infection.'“ : 


Non-sensitizing CUPERTIN is available on your prescription in 15-Gm. (%-oz.) tubes of 
diphenylpyraline hydrochloride, 2%, in a stainless, hydrophilic cream base. 


1. Sokoloff, O.: A.M.A. Arch. Dermat. and Syph. 64:754, 1951. 2. Van De Erve, J.: A.M.A. Arch. Dermat. and 
Syph. 68:572, 1953. 3. Bleiberg, J.: personal communication. 4. Tobey, J.: personal cotnmunication. 
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KEEPS 
THE STOMACH 
FREE OF PAIN 


KEEPS 
THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. ¢| 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 


25 mg. tridihexethyl chloride. Bottle of 50. De 
AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and R 
IN TWO 2 at bedtime. 
Milpath-200 — Yellow, coated tablets of se 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. C0 
Dosage: 1 or 2 tablets t.i.d. at mealtime lo 
and 2 at bedtime. ' 
0 
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®Miltown +anticholinergic by 
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begin... 


this is where coughs often 


Daily exposure to colds and contagion can't be controlled, but 
Robitussin does a superior job of checking the frequency and 
severity of the coughs that result from it. Remarkably safe to 
coughers of all ages, Robitussin produces a significant, pro- 
longed, expectorant effect by tripling* the volume of respira- 
tory tract fluid (RTF). Increased RTF helps loosen congestion 
by liquefying sputum and by enhancing the action of the bron- 
thial and tracheal cilia. Thus, a Robitussin-treated cough is not 
abruptly or temporarily suppressed, but ends itself naturally 
by becoming more productive, cleansing the airways of irri- 
tating mucus and exudates. And most important, Robitussin 
tastes good to children and adults alike! Robitussin® 
is glyceryl guaiacolate, 100 mg. per 5 cc. dose; Robitussin® 
AC adds prophenpyridamine maleate 7.5 mg., 
and codeine phosphate 10 0 mg per 5 cc. dose 
(exempt narcotic). 


‘Cass, L. J, and Frederik, W. S., Am. Pract. Dig. Treat., 2:844, 1951 


\H. ROBINS COMPANY, INC. e RICHMOND 20, VIRGINIA 
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Alcohol 3.5 per cent 
In a palatable aromatic syrup 
Expectorant— Antitussive 
din the treatment of cough due to cold 
teaspoori fuj every three to four haus 
to 6 years. one-fourth of the sdutée 
to 12. years, one-half of the adultdm 
—Under 2 years, use as directed by payee 
nt cough may indicate the presence of sam 
meme with such a cough or high fever should ate 
as directed by «.physican, 
ROBINS CO. Inc 
a 
MOND VIRGINI 
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of indulgent eating habits. 


eating plan under your supervision. 


THE S.E. 


“Crash diets” and “food substitutes” may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding (Methamphetamine HC!) 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced Nicotinic Acid (Niacin) 


Semoxydrine HCl 


Pentobarbital ..... 
Ascorbic Acid ..... 
Thiamine Mononitrate . 


Riboflavin ....... 


FORMULA: Tablets and Capsules 


5 mg. 


20 mg. 
100 mg. 
0.5 mg. 

1 mg. 
5 mg. 


MASSENGILL COMPANY 
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spire ... | used a crash diet...lost five pounds 
now gained all back!” 


but bring weight down 
and keep down... 


and the 60-10-70 Menu Plan 


Obedrin ant 60-10-70 Menu will Calorie counting? 
you successfully treat patients who must reduce : : 
excess pounds and maintain optimum weight. Not with the 60-10-70 Menu Plan; 


Obedrin aids in curbing abnormal food cravings and yet it assures balanced food intake 
facilitates establishment of correct eating habits. with sufficient protein and roughage. 
: Dosage can be individualized so appetite will be de- ; 
‘ pressed at peak hunger periods. And Obedrin is the Write for 
ideal support with its 60-10-70 MENU PLANS, WEIGHT 
¢ Methamphetamine — proved anorexigenic and CHARTS AND SAMPLES OF OBEDRIN. 


mood-lifting effects 
* Pentobarbital—balancing agent to guard against 


excitation 
* Vitamins B, and B, plus niacin—effective diet Tablets and capsules—bottles of 100, 
supplementation 500, and 1,000. 


¢ Ascorbic Acid—aid for mobilization of tissue fluids 


Bristol, Tennessee « New York + Kansas City « San Francisco 
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Sulfamethoxypyridazine Lederle 


OUTSTANDING 1-DOSE-A-DAY SULFA 


Rapid peak attainment in 1 to 2 hours':?... approximately one-half the time 
of other single-daily dose sulfas.? High free levels—as much as 95 per cent 
of circulating levels remaining in fully active unconjugated forms.? Ex- 
tremely low 2.7 per cent incidence of side effects in toxicity studies on 223 
patients.‘ Includes total reactions (subjective and objective), all temporary 
and rapidly reversed. No crystalluria reported. 


KYNEX TABLETS, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily following an initial first day 
dose of 1 Gm. (2 tablets). 

KYNEX ACETYL PEDIATRIC SUSPENSION, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tsp, 
(5 cc.). Bottles of 4 and 16 fi. oz. 

New KYNEX ACETYL PEDIATRIC DROPS, cherry- 
flavored, 125 mg. sulfamethoxypyridazine activity per cc. In 
10 cc. squeeze bottle. 


New for acute G.U. infection AZO KYNEX TABLETS (for 
q.i.d. dosage), 125 mg., KYNEX Sulfamethoxypyridazine in 


the shell with 150 mg. phenylazodiaminopyridine HCI in 
the core. 


Precautions: Usual sulfonamide precautions apply. 


1. Boger, W. P.; Strickland, C. S., and Gylfe, J. M.: 
Antibiotic Med. & Clin. Ther. 3:378 (Nov.) 1956. 
2. Boger, W. P.: In: Antibiotics Annual 1958-1959, 
New York, Medical Encyclopedia, Inc., 1959, p. 48. 
3. Sheth, U. K.; Kulkarni, B. S., and Kamath, P. G.: 
Antibiotic Med. & Clin. Ther. 5:604 (Oct.) 1958. 
4. Anderson, P. C., and Wissinger, H. A.: U.S. 
Armed Forces M. J. 10:1051 (Sept.) 1959. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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356 ec. (12 Ounces: 


MAALOX'’ 
RORER 


(MAGHESIUM-ALUMINUM RYDROXIDE GEL) 


ANTACID — DEMULCENT 
NON-CONSTIPATING 
A colloidal suspension of Magnesium and 


Aluminum Hydroxides useful for the re- 
Hef of gastric hyperacidity. 


Shake Well Before Using 


Averexe adult dose: As antacid and pro- 


are 
or suffering from 
kidney failure. 


KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 44772 

WILLIAM H. RORER, Inc. 

Pharmaceutical Chemists Philadelphia, 0.5... 


j NO TASTE FATIGUE 
EXCELLENT RESULTS 
NO CONSTIPATION 
the most widely prescribed and 


=, most wearable of all antacids 
suspension tablets 
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intestinal 


check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


FORMULA: Each 15 cc. (tablespoon) contains: 
Sulfaguanidine U.S.P..... 2 Gm. 
Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


Adults: Initially 1 or 2 tablespoons from . 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- 


ment; reduce dosage as diarrhea 
subsides. 


TRADEMARK 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 
Exempt Narcotic. Available on Prescription Only. 
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ontinuous, 24-hour cerebral oxygenation for the aging patient. By 
timulating respiratory and circulatory function, GERONIAZOL TT* 
tlieves mental confusion, depression, anxiety, and emotional insta- 
jility-frequent problems in patients after forty—due to presenile 
anges in the vasculature of the brain. Notable benefit usually is 
fen within one to three weeks of therapy. It improves appetite, 


leep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
on-excitatory. 


either a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
tovides a physiologic stimulation of the cerebrum to permit the 
atient to adjust to his surroundings, become part of life itself 
gain—and attain the right frame of mind. 


ntitae: 1, Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


Ceovemeun) PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 


Columbus 16, Ohio 


¢ 


A 

. 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 


Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 


Contraindications: None known in 
recommended dosage. 


Dosage: One GERONIAZOL TT* 
tablet, b.i.d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 


from depression to the right frame of mind | 
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Caroid and Bile Salts Tablets correct constipation physiologically by aiding I 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. Fk two tablets two hours after breakfast and at bedtime. 


Caroid’& Bile Salts Tablets -cizestant—choleretic-laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York A 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
Scored tablets. Write for literature and samples. 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


eprol* 


LABORATORIESfCranbury, N. J 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


“benign” 
glycosuria... 
danger sign 


“Benign” glycosuria can be the first sign of impending dia- 
betes when observed in predisposed persons during the “silent” 
period preceding frank diabetes. In one series of 1,140 dia- 
betics, 96 had been informed of “benign” glycosuria prior 
to development of diabetes.* 

If these patients had periodically tested their urine after 

the first finding of glycosuria, many of them might have de- 

tected recurrence of glycosuria—thus permitting earlier 
diagnosis of diabetes by the physician and possible 
avoidance of degenerative complications. Slight 
glycosuria, even when only occasional, 
should always arouse suspicion of 
latent diabetes. 


*Pomeranze, J.: J. New York 
M. Coll. 1:32, 1959. 


Periodic urine-sugar test- 
ing at home is an integral part of 
the follow-up of “benign” glycosuria. Its 
practicality is increased when the patient charts 
his findings on the CLinirestT® Graphic Analysis 
Record. This chart frees the physician from dependence 
on the patient’s memory and enables him to follow at a 
glance the trend and degree of any glycosuria. 


for follow-up of ‘‘benign’’ glycosuria and 
earliest detection and control of Diabetes 


color-calibrated 


CLINITEST 


BRAND Reagent Tablets 


Standardized urine-sugar test for reliable quantitative estima- 
tions - familiar blue-to-orange spectrum—easily interpreted 
results « “plus” system covers entire critical range—includ- 
ing %4% (++) and 1% (+++) « patient cooperation 
encouraged by use of Graphic Analysis Record 
—supplied with CLINITEST Set and each 

tablet refill package. 


01461 
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AMES 


COMPANY, INC 
Elkhort « Indiana 
Toronto * Canada 
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reathing spell from asthma 


~ action of Quadrinal rapidly: clears the bron 


« stops wheezing 


> 


relieves spasm 


_ In chronic disorders associated:with obstructed respiration, the dependable antispasmodic and expectorant: 
: chial tree. Patients breathe mere easily and acute episodes of 
bronchospasm are often eliminated, Quadrinal is: well tolerated, ‘even on prolonged-administration. The 
potassium iodide in Quadrinal provides an expectorant of time-tested effectiveness and safety. 


chronic bronchitis, 


paimonary fibrosis; pulmonary emphysema. 


Tablets, containing ephedrine HC} 
phenobarbital 24 mg.), ‘Phyllicin’* {theophylline-catcium 
Salicylate) 130.mg.), and potassium fedide (0:3 
a new Quadrinal dosage form with taste-appeal for it ape groups: 
fruit-flavored QUADRINAL SUSPENSION teaspoonful 1/2 Quadrinal Tablet) 
KNOLL PHARMACEUTICAL COMPANY, onance, New JERSEY 


*Quadrital, Phylicin® 
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infected /inflamed /painful 


three 
therapies 
of choice for 


ears 
Rarely Sensitizing 


Comprehensive bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. 
Hygroscopic; restores normal acid mantle. 

Each cc. contains: 
*Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each ce. contains: 


1% 


‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
5 mg. 
Hydrocortisone in a sterile, slightly acid, aqueous 


Available in dropper bottles of 5 cc. 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Xylocaine* HCl brand lidocaine Hydrochloride (5°) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U.S. Pat. No. 2,441,498 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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als PHENAPHEN 


(Basic formula) 


In each capsule: Hy (3 me 194, 0 
acetylsalicylic acid (2% gr.) 

cyamine sulfate 0.031 mg.; 
(4% gr.) 16.2 mg. 


PHENAPHEN No.2 


PHENAPHEN with Codeine gr. 
PHENAPHEN No.3 
PHENAPHEN with Codeine ............................ Y gr. 
PHENAPHEN No.4 
PHENAPHEN with Codeine ............................ 1 gr. 


SUPPLY: Bottles of 100 and 500 capsules. 


sedative-enhanced analgesia 


To each ‘‘according to his need’’ — maximum safe anal- 
gesia through time-and-pain-tested synergistic formula- 
tions, in four strengths for individualized prescription. 


PHENAPHEN 


PHENAPHEN comand 


gr., Yo gr., 1 gr. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ... seeking tomorrow's with persistence 


= 


nicotinamide 
50 mg. 


pyridoxine HCl (B,) 
5 mg. 


ascorbic 


acid a closely 
(vitamin knit, 


formula of 
B-Complex 
and C. 
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ALLERGIC CORYZA? An air- 
|, conditioned, pollen-free room is a part-time 4. 
rgic symptoms arey7 yy 
|. help...In any case, the allergic symp a 
i eee >. : 5 A a 
controlled with CHLOR-T 


back the payroll 


Soma’s prompt relief of pain and stiffness 
can get your low-back patients back 
to work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


The muscle relaxant with an independent pain-relieving action 


pain and spasm fast, effectively ... 
give your patient the two things he wamm 
most: relief from pain and rapid retum@_\ 
full activity. 

Soma is notably safe. Side effects are ra 
Drowsiness may occur, but usually only wi 
higher dosages. Soma is available in 350 
tablets. USUAL DOSAGE: 1 TABLET Q.LD. 


(carisoprodol, Wallace) 


() Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 


your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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provides vitamin Bio. 


delicious fruity flavor. 


(Arlington-Funk Laboratories, division) 
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Each 0.6 ct. provi 
1) 
min A> (natura! 
(natural) 
Ascorbic Acid 
vitamin Biz 


jamine 4 
Riboflavin (62) 
jiacinamide 
Pyridoxine uct (66) - 


3 mE. 


vitamin E°* 


lipotropic agents to aid fat metabolism. 
100% natural vitamin A complex. 


100% natural vitamin D complex. 


vitamin Bo...anticonvulsant vitamin. 


other essential B complex factors and vitamin C. 


SAMPLES of new VI-SYNERAL VITAMIN DROPS FORTIFIED on request 


u.s. vitamin & pharmaceutical corporation + PHARMACEUTICALS 
e 250 East 43rd St., New York 17, N.Y. : 


des: 


vi-syneral vitamin drops fortified 


vitamin E to reduce susceptibility of red blood cells to hemolysis. 


vitamins A, D, and E made aqueous” for faster and more 
complete absorption and utilization. 


no burps...no fish oil taste or odor...allergens removed. 


*Protected by U.S. Pat. No. 2,417,299 owned and controlled by 
U.S. Vitamin and Pharmaceutical Corporation. 
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HEN PAIN IS PART OF THE PICTURE : 


Urinary tract pain, at the source or referred, is subject to the rapid 
analgesic action of the azo dye in Azo Gantrisin. Azo Gantrisin combines 
tramatic relief of symptoms with proven effective action against infec- 
tions carried by either blood stream or urine. 

Valuable also following urologic manipulation and surgery. 


4ZO_GANTRISIN 


ANTRISIN®—brand of suifisoxazole 


Diagram correlates sources of primary urinary pain with areas of referred pain. 
Adults —2 tablets 
imes dail y. 
Children under 100 Ibs — 
1 tablet four times daily. 
Each tablet ya 0.5 Gm 
Gantrisin plus 50 m 
HCI— 
bottles of 100 and 500. 


LABORATORIES 


Division of Hoffmann-La Roche inc. 


Consult literature and dosage instructions, 
available on request, before prescribing. 


wa ROCHE 
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~____“be sure 

to make up 
more 
TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency, antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 

Trichotine in the office and prescribe it for home irriga- 

The _ tion, and recommend it as well for postmenstrual and 
modern postcoital hygiene. 


“SURFACE TENSION: TRICHOTINE 34 DYNES; AR TAP WATER 70 DYN 
detergent ES; VINEGAR 60 DYNES; (} es. 


TRICHOTINE 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 
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GENTLE 


STIMULATION 
OF COLONIC 
PERISTALSIS 


The active principle of Dorbane 
reaches the colon through the circula- 
tion. It acts directly and selectively 
upon the intrinsic plexus of the colon. 
The small bowel is not affected. With- 
in 6 to 12 hours evacuation occurs 
without cramping or griping. Non- 
habituating. Each scored tablet of 
Dorbane contains 75 mg., and each 
teaspoonful of orange-flavored liquid 
contains 37.5 mg. of 1,8 dihydroxy- 
anthraquinone. Suitable for patients 
of all ages. 


Dorbantyl combines the colonic stim- 
ulant action of Dorbane (25 mg.) with 
the stool-softening effect of dioctyl 
sodium sulfosuccinate (50 mg.), an 
inert and safe surface-wetting agent, 
in each orange-and-black capsule. 


Dorbanty] Forte offers double strength 
dosage of the Dorbantyl combination 
for greater convenience and economy 
for patients requiring extra potency. 
In orange-and-gray capsules. 
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for the ambulatory patient, too — 


Relief from the 

discomfort of 
flatulence due to 
intestinal atony 


ILOPAN.- CHOLINE’ 


The successful use of parenteral ILOPAN, in thou- 
sands of hospitals, for prevention and relief of post- 
surgical retention of flatus and feces, has* brought 
demands for similarly effective medication for ambu- 
latory patients — those suffering from intestinal atonia 
and/or gas retention, as such or as complications of 
geriatric problems, gastric hyperacidity, gastritis, preg- 
nancy, irritable colon, ureteroenterostomy, regional 
ileitis, splenic flexure syndrome, infectious hepatitis, 
cholecystitis. 


To ILOPAN (brand of d-pantothenyl alcohol) which 
aids formation of coenzyme A (essential to acetylation 
of choline) has been added Choline, the parent sub- 
stance of acetylcholine (necessary for gastrointestinal 
tonus). Effectiveness? — 90% in three independent 
clinical evaluations of patients of all ages from 20 
to 80! And safe. 


THE WARREN-TEED PRODUCTS 
COLUMBUS 8, OHIO 


Dallas 


Chattanooga 


Los Angeles 


COMPOSITION: Each tablet con- 
tains llopan (brand of d-panto- 
thenyl alcohol) 50 mg., choline 
bitartrate 25 mg. 


INDICATIONS: Gas retention in 
the atonic gastrointestinal tract 
of ambulatory patients. 


DOSAGE: Two tablets three 
times daily. Three tablets three 
times daily in severe cases. 


HOW SUPPLIED: Bottles of 100 
and 500. 


WARREN-TEED 
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brand of oxyphenbutazone 


new Tandearil Gei 


a new development 
in nonhormonal, 
anti-inflammatory 
therapy 


more specific than steroids— 

Acts directly on the inflammatory lesion without 
altering pituitary-adrenal function... 

without impairing immunity responses.*'' 


more dependable than enzymes— 
Rapid and complete absorption, without the 
uncertainty of oral or buccal enzyme therapy.°® 


more potent than salicylates— 
Anti-inflammatory potency of Tandearil 
markedly superior to aspirin. '? 


d, tan, sugar-coate 
es of 100 and 1000 d 
ham, W.: Canad. MiAsd.: @24005 (May 14) 

0. 2. Vaughn, P. Howell, D. and Kiem, 
and Rheumat. 2:212, GO Reilly, 
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inflammation takes flight 


Remarkably useful in a wide variety of inflammatory 
conditions, including: rheumatoid arthritis, 
spondylitis, acute super- 
ficial thrombophlebitis’; painful shoulder 
(peritendinitis, capsulitis, bursitis, and acute arthritis 
of that joint)'*; severe forms of a variety 

of local inflammatory conditions®”''°. 


The physician should be thoroughly familiar with the 
dosage, side effects, precautions and contra- 
indications of Tandearil before prescribing. Full 
product information available on request. 
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EFFECTIVE ANTIHISTAMINE-DECONGESTANT ACTION 


COVANAMINE 


ALL SINUSES: NASAL AND UPPER RESPIRATORY AIR 


PASSAGES 


COVANAMINE, a combination of TWO antihistamines and TWO decon- 
gestants, shrinks swollen turbinates, opens blocked ostia, promotes 
drainage, reestablishes patency — in the treatment of common colds, 
rhinitis, sinusitis, nasal allergies and post-nasal drip. 

Constant therapeutic levels are maintained by COVANAMINE Sustained 
Action TABLETS which meter out the active ingredients, in combination, 
at a lower dosage... resulting in minimal side effects, particularly 
less drowsiness. 


Also available as: 
COVANAMINE™ BLACK Cherry Flavored LIQUID 
COVANAMINE™ EXPECTORANT with glyceryl guaiacolate 


Each COVANAMINE Sustained Action TABLET (continuous release) contains: 
Decongestants — phenylephrine HCI, 15 mg., phenylpropanolamine HCI, 25 mg. 
Antihistamines —chlorpheniramine maleate, 4 mg., pyrilamine maleate, 25 mg. 
———_ Adults — 1 tablet (swallowed without chewing) morning, mid-afternoon 
and at bedtime; Children, 6 to 12 years, % tablet. Children under six years, 
COVANAMINE LIQUID. 

COVANAMINE LIQUID and COVANAMINE EXPECTORANT contain % the tablet 
formula in each 5 ml. teaspoonful. 

Decongestants—phenylephrine HCl, 3.75 mg., phenylpr lamine HCI, 6.25 mg. 
Antihistamines—chlorpheniramine maleate, 1 mg., pyrilamine maleate, 6.25 mg. 
COVANAMINE EXPECTORANT also contains 100 mg. of glyceryl! guaiacolate. 
Dosage: Adults — 2 teaspoonfuls every four hours. Children 6 to 12 years, 1 tea- 
spoonful every four hours; 1 to 6 years, 2 teaspoonful every four hours; under 
1 year, ‘4 teaspoonful every four hours. 


VANPELT AND BROWN, INC. Richmond, Virginia 
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...extraordinarily effective diuretic. 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin €¢ K — for added. protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Naturetin Naturetin: 


Squibb Benzydrofi umethiazide with Potassium Chloride 


Squibb Benzydroflumethiazide 
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¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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For restoring 
‘and stabilizing 
the intestinal 
| flora 


Mixed culture of Lactobacillus acidophilus and bulgaricus with metabolic enzymes naturally produced, 


TABLETS & GRANUL 


For gastrointestinal disturba 
diarrhea (antibiotic induced and other! 
fever blisters and canker sores of her 
origin. 


Usual dosage for adults and chi 
Four tablets or one packet of granules 
and swallowed four times a day. 


Supplied: Tablets in bottles of fifty—Granules is 
boxes of twelve one gram packets. 
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ber 1954. (2) McGivney, John: Texas State Journal of Medicine, Vo. 
No. 1, January 1955. (3) Frykman, Howard M.: Minnesota Mei 
Vol. 38, No. 1, January 1955. (4) Weekes, D. J.: N. Y. State J 
Medicine, Vol. 58, No. 16, August 1958. 
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Unsuspected Carcinoma in Surgical 
Specimens of the Prostate 


ALBERT H. JOSLIN, M.D., ROBERT LICH, JR., M.D., and 
MALCOLM L. BARNES, M.D.,f Louisville, Ky. 


By systematic rather than sectioning at random, many more instances of cancer of the 
prostate are found in surgical specimens. The mortality rate is higher in those 
suspected clinically of having cancer than in those not suspect. 


FoR MANY YEARS it has been recognized that 
early carcinoma of the prostate is frequently 
undetected. An apparent answer to the prob- 
lem is the development of a simple, rapid 
test for carcinoma of the prostate. Until such 
a test is developed, diligence in clinical ex- 
amination of the man past 40 must continue 
and every effort be made at early detection 
of carcinoma of the prostate. 


It is the purpose of this study to assay the 
incidence of detection of carcinoma of the 
prostate in a large number of men who have 
had prostatectomies, and correlate our find- 
ings with the existing literature. This is an 
exposition of our experience with the limita- 
tions imposed by clinical practice of urology 
and pathology, rather than a preconceived 
and controlled study. 


Material and Methods 


Seven hundred and forty-eight consecutive 
private patients who had had prostatectomy, 
without exclusion, were reviewed at the John 
N. Norton Memorial Infirmary between the 
years 1954 and 1958, inclusive. The age range 
was from 38 to 93 years with an average age 
of 69.2 years. Eighteen were under 50 and 4 
were over 89. The pathologic report was re- 
viewed in all cases and the slides of the 58 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., 
Oct. 31-Nov. 3, 1960. 


tFrom the John N. Necrton Memorial Infirmary, John N. 
Norton Memorial Foundation, Louisville, Ky. 
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clinically unsuspected carcinomas of the pros- 
tate were re-studied. One hundred and thir- 
teen cases of carcinoma were found in the 
748 patients studied. 


Criteria for the microscopic recognition of 
carcinoma of the prostate was essentially the 
same as that of Moore,! and is as follows: 


Anaplasia. 


1. Small acini with small cells 

2. No papillae in acini 

3. Acini arranged without regard to whorls of 
fibrous tissue or smooth muscle 

4. Cells low columnar or cuboidal 

5. Acidophilic cytoplasm 

6. Dense basophilic, pyknotic nuclei frequently dis- 
proportionately larger than normal 

. Mitotic configurations 

. Definite cell walls toward lumen of acini 

. Partial and usually complete loss of the surround- 
ing connective tissue limiting membrane so that 
the acini are frequently packed back-to-back 


oon 


Invasion. 
1. Displacement into the stroma of both acini and 
epithelial cells 
2. Perineural lymphatics showing epithelial elements 
in the lumen 
3. Vascular erosion 
It has been observed by one of us (M.L.B.) 
that carcinoma of the prostate is frequently 
present when areas of benign hyperplasia ap- 
pear atypical by crowding of the acini in 
which only faint detection of the fibrous con- 
nective tissue limiting membrane is present. 
This is not to infer that carcinoma of the 
prostate arises from benign hyperplasia, but 
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does seem to indicate that the areas of altered 
cellular physiology is not confined to the 
cytologically recognizable areas of carcinoma. 
In our laboratory all instances in which atypi- 
cal areas of benign hyperplasia are shown 
and in which carcinoma is not found else- 
where in the prepared sections, further sections 
are cut with a continued search for carcinoma. 


Background 


It is interesting to note that the first re- 
ported case of carcinoma of the prostate was 
clinically unsuspected. Muir,? addressing the 
Hunterian Society in 1934, stated that Lang- 
staff reported the first carcinoma of the pros- 
tate in 1815. It was Langstaff’s opinion that 
this was a rare disease. The tumor was dis- 
covered at autopsy and was said to be fun- 
gating and filled the entire bladder. By the 
end of the nineteenth century, however, it 
was beginning to be realized that this disease 
was far more common than had been pre- 
viously suspected. Albarran and Hallé® re- 
ported the incidence of carcinoma of the pros- 
tate to be 10 per cent. Many investigators in 
the past 30 years have studied the incidence 
of carcinoma of the prostate at autopsy in 
which the diagnosis was not made prior to 
death. These studies have produced figures 
from 149% (Rich*) to 46% (Baron and An- 
grist). A search of the literature reveals five 
studies on clinically unsuspected carcinoma 
in surgical specimens of the prostate.? 6° It 
is believed that another study incorporating 
some suggestion of the effect of clinically un- 
suspected carcinoma of the prostate on life 
expectancy is justified. 


Results 


When this study was initiated, it was our 
purpose to ascertain the incidence of occult 
and/or latent carcinoma in surgical specimens 
of the prostate gland. However, it soon be- 
came apparent that this approach involved 
inconsistencies, since the definition of terms 
differed from author to author and certain 
subtle nuances in semantics presented prob- 
lems in the classification of cases. Moore?® 
defines occult carcinoma of the prostate as 
that which is unsuspected clinically and di- 
agnosed by histologic examination. Latent car- 
cinoma is defined as unsuspected clinically 
but at operation or autopsy is found to be 
widely metastasized. The terms have, unfor- 
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tunately, been used interchangeably by many 
authors and thereby have caused considerable 
confusion. Norrell,8 seeking to avoid this dif. 
ficulty and attempting to more adequately de. 
scribe the small carcinomas of the prostate, 
called them “focal microscopic lesions re. 
sembling carcinoma.” This semantic impassé 
led Kahler® to set forth his own classification 
in which he divided the prostatic carcinomas 
into five groups. In the first three groups 
were classified the carcinomas according to 
whether the diagnosis of prostatic carcinoma 
was made before death, at routine autopsy 
(whether macroscopic or microscopic), or by 
cutting additional sections. The last two 
groups were classified according to localiza- 
tion of the lesions in the gland. 

In this study, carcinomas of the prostate 
were classified according to the status of clini- 
cal recognition. Any carcinoma was classified 
as clinically suspected whether diagnosed by 
clinical impression, cystoscopic examination, 
prostatic biopsy, or at operation. Only those 
carcinomas discovered by histologic examina- 
tion of the surgical specimen were classified 
as clinically unsuspected. This criterion has 
been rigidly applied to the material under 
study. 

Table 1 shows a breakdown of the material 
used. Of the 748 patients on whom prosta- 
tectomy was performed, 113 were found to 
have carcinoma of the prostate. Fifty-five of 
the carcinomas were diagnosed clinically and 
the remaining 58 were unsuspected until they 
were discovered by histologic examination of 
tissue obtained at operation. The incidence 
of prostatic carcinoma in this series is 15.1% 
or about 3 of every 20 patients who had 
prostatectomy on the Urologic Service of an 
active general hospital. This incidence is com- 
parable to the investigations of most authors 
who have studied this problem. 

In the report of Baron and Angrist,> in 
which they found an incidence of 46% occult 
prostatic carcinoma in 50 consecutive au- 


TABLE 1 


INCIDENCE OF CARCINOMA OF THE PROSTATE 
IN SURGICAL SPECIMENS 


Numbers 

of Cases Percentage 
Prostatectomies studied .............. 748 
All carcinomas in series............ 113 15.1 
Carcinoma clinically suspected........ 55 7.4 
Carcinoma clinically unsuspected... . 58 7.7 
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TABLE 2 
STUDIES OF PROSTATIC CARCINOMA IN SURGICAL 
SPECIMENS 


(Random Sectioning Was Used) 
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TABLE 4 


RELATION OF THE INCIDENCE OF CLINICALLY 
SUSPECTED AND UNSUSPECTED PROSTATIC 
CARCINOMA TO TOTAL NUMBER CARCINOMAS 

BY RANDOM SECTIONS 


Prostates Number of Carci: 
Author Studies Number Per Cent 
Present series ............ 748 113 15.1 
Wilson & McGrath’....... 468 73 15.5 
490 (195) 39.9 
72 18 25.0 
Baron & Angrist® ........ 364 54 14.8 
ct 300 39 13.0 


topsies by careful step section, they also re- 
port a 14.8% incidence (Table 2) in which 
random sections were used as is necessary in 
clinical practice. Also their reported incidence 
(9.9%) of occult prostatic carcinoma in the 
latter study is comparable to our figure of 
7.7% (Table 3). Random sectioning of sur- 
gical tissues is a limitation imposed by time, 
available tissue, technic, and financial con- 
sideration on the search for clinically unsus- 
pected carcinomas of the prostate. 

In the present series, 58 (7.7%) cases that 
came to prostatectomy contained clinically un- 
detected carcinomas of the prostate. It is in- 
teresting to note that while our series of pros- 
tates examined came from patients presenting 
urologic complaints, usually urinary reten- 
tion, our figures correspond not only to other 
studies in which surgical specimens were 
evaluated, but also to that of Hudson and 
associates.1! In this study open perineal bi- 
opsies of the prostate gland were performed 
on 300 men from New York’s Bowery. Of 
these, 141 were carefully selected cases, the 
remainder were carefully screened. More than 
3,000 men were scieened to select these men 
for biopsy. The incidence of undetected car- 


TABLE 3 


INCIDENCE OF CLINICALLY UNSUSPECTED AND 
SUSPECTED PROSTATIC CARCINOMA BY 
RANDOM SECTIONS 


Number Clinically Unsus- Clinically Sus- 


Number Clinically Clinically 
Author Carcinomas Unsuspected Suspected 

In Series Number Per Cent Number Per Cent 
Present series 113 58 51.5 55 48.5 
Wilson & McGrath’? 73 
Kahler®* 195 (93) (47.6) 102 52.4 
Baron & Angrist® 54 36 66.6 18 33.4 
Quinland® 18 8 44.5 10 55.5 
Hudson et al.™ 39 ll 28.0 28 72.0 


*Parentheses indicate step-sectioning was used. 


cinomas as related to the total number of 
carcinomas found in the study is 72% com- 
pared with 51.5% (Table 4) in their series. 
This seems to indicate that in intensive screen- 
ing, the diagnostic accuracy of prostatic car- 
cinoma may be increased by some 20 per cent. 

Table 3 shows a comparison of various 
studies with our own of clinically suspected 
and unsuspected prostatic carcinoma. Fifty- 
eight instances (7.7%) of clinically unsus- 
pected prostatic carcinoma were found in the 
748 cases reviewed. This compares with work 
done in other series (Baron and Angrist,5 
Kahler,® Hudson and associates"), when ran- 
dom sectioning was used in the preparation of 
the tissue for microscopic examination. 

The 93 cases of clinically unsuspected carci- 
noma in Kahler’s® work included 54 which he 
termed “hidden carcinomas” that were dis- 
covered by careful step sectioning of the 
blocks of tissue which had already been ex- 
amined by random sectioning. Undoubtedly, 
step sectioning produces far more frequent 
recognition of clinically unsuspected prostatic 
carcinoma as is noted by the reported inci- 
dences in table 5. In all these reports, sec- 


TABLE 5 


REPORTED INCIDENCE OF CARCINOMA OF THE 
PROSTATE USING STEP-SECTIONS 


Author Prostates pected Carcinomas pected Carci 
Examined Number Per Cent Number Per Cent 
Present series 748 58 y Bf 55 74 
Wilson & McGrath? 468 — 
Kahler®* 490 39 7.9 102 20.8 
(93) (19.0) (123) (25.0) 

Baron & Angrist® 364 36 9.9 18 5.0 
Baron & Angrist®* (50) (23) (46.1) 
Quinland*® 72 8 11.1 10 13.9 
Hudson etal. 300 ll 3.7 28 9.3 


*Parentheses indicate that step-sections were used. 


Number Number Per Cent 
Author Prostates with 
Examined Carcinoma Incidence 

Butler et al.2?......... 213 64 30.0 
Andrews'3 ............ 99 16 16.2 
Baron & Angrist® ...... 50 23 46.1 
Hirst & Bergman"™*.... 39 21 53.8 


*Men 80 years old or over. 
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TABLE 6 


INCIDENCE OF DEATH FROM ALL CAUSES AND FROM PROSTATIC CARCINOMA IN CLINICALLY SUSPECTED 
AND UNSUSPECTED CARCINOMAS OF THE PROSTATE 


Number of Cases in Number Number 
Study Contacted Living Dead 
Clinically unsuspected 

carcinoma of prostate 28 12 
Clinically suspected 

carcinoma of prostate 20 16 


Per Cent Number Dead 
Dead Number of Carcinoma 

All Causes Located of Prostate 
30.0 40 1 ( 2.5%) 
44.4 36 6 (16.7%) 


tioning was considerably more extensive than 
that employed in the usual random section- 
ing to prepare tissue for microscopic exami- 
nation of surgical specimens. 

In the reports in which random sectioning 
was used (Table 3), the average incidence of 
clinically unsuspected prostatic carcinoma is 
8.1%, while the average incidence for studies 
using step sectioning (Table 5) is 34.2 per 
cent. If these figures represent an accurate 
picture of the number of clinically unsus- 
pected carcinomas of the prostate not diag- 
nosed by histologic examination of surgical 
specimens, then it may be inferred that there 
are at least three times as many of these 
carcinomas undiagnosed as there are diag- 
nosed. ‘This picture prevailing, it would seem 
that, as Hudson and associates!! suggested, 
the incidence of clinically diagnosed carci- 
noma of the prostate should increase as the 
population group grows older, assuming that 
occult or unsuspected carcinoma of the pros- 
tate is the same disease as carcinoma that be- 
comes clinically manifest with symptoms and 
metastasis. However, this is not the case. As 
has been noted by several investigators, the 
disease of prostatic carcinoma after the age 
of 65 years is of much less serious import than 
before. While carcinomas large enough to be 
palpated rectally are frequently seen in men 
past 80 years, it is noted that infrequently do 


TABLE VII 


CLINICALLY SUSPECTED 
CARCINOMA OF THE PROSTATE 


N67% 


N 
5% CLINICALLY UNSUSPECTED 
CARCINOMA 
7% ANTICIPATED MORTALITY 


THIS AGE GROUP 


‘ 10 20 30 40 50 60 70 80 90 WO 
PERCENT MORTALITY 


these produce symptoms and rapidly growing 
widespread metastasis. 

Table 6 shows the number of patients con- 
tacted in this study and the number known 
to have died. Table 7 compares the mortality 
in patients with clinically suspected and un- 
suspected carcinoma of the prostate. 

Among the patients in whom unsuspected 
carcinoma of the prostate was found (58), 28 
were reached and found to be having little 
or no difficulty relating to their prostatic car- 
cinoma. Twelve had died since leaving the 
hospital, one with prostatic carcinoma. This 
represents a mortality of 30% from all causes 
and 2.5% from carcinoma of the prostate. On 
the other hand, 16 of those who had clinically 
suspected lesions were dead, 6 of whom had 
died of prostatic carcinoma. The over-all mor- 
tality in the latter group is 44.4%, and the 
mortality from prostatic carcinoma is 16.7 per 
cent. This is almost five times the mortality 
of that of those with unsuspected lesions. The 
average age of the clinically unsuspected 
group was 72.1 years, and the average for the 
clinically suspected group was 68.2 years. Ac- 
cording to composite actuarial studies of a 
group of large life insurance companies, the 
mortality for this age group is approximately 
7 per cent. It may be inferred that clinically 
unsuspected carcinoma of the prostate does 
not produce a greatly increased mortality 
(2.5%), while clinically suspected lesions pro- 
duce an increased mortality (16.7%), of more 
than twice the usual mortality (7%). 


Conclusions 


1. The incidence of clinically unsuspected 
carcinoma of the prostate in a large series of 
prostatectomies on an active Urologic Service 
in a general hospital is about 7.7 per cent. 

2. Four times more clinically unsuspected 
lesions are found by step sectioning than by 
random sectioning. 


3. The detection of prostatic carcinoma in 
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clinical practice is limited by the available 
tissue, time and method of sectioning. 

4, The mortality is not greatly affected by 
clinically unsuspected carcinoma of the pros- 
tate. 

5. The mortality is twice as high in cases 
having clinically suspected carcinoma of the 
prostate. 

6. The average age of those having clini- 
cally unsuspected carcinoma of the prostate 
is about 4 years older than those having 
clinically suspected carcinoma of the prostate. 


Summary 


A large number of prostatectomies have 
been reviewed. The incidence of clinically 
unsuspected and suspected prostatic carci- 
nomas is determined. These have been com- 
pared with other studies. The mortality has 
been determined for both groups. Certain con- 
clusions have been drawn indicating that the 
mortality is increased by clinically suspected 
lesions of the prostate, but that it is affected 
little by unsuspected lesions. 
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Recent Trends in Thyroid Surgery~ 


WILLIAM N. VIAR, M.D., and JOSEPH M. DONALD, M.D., Birmingham, Ala. 


The past decade has seen drastic changes in thinking by many relative to the nonsurgical versus the 
surgical management of thyroid disease. The controversy may not be settled for 
some years. The authors present their views on this subject. 


THYROID SURGERY continues to occupy a con- 
spicious place in the practice of general sur- 
gery. Historically, it is interesting to consider 
its important place in establishing the reputa- 
tion of some of our major clinics. 

A great impetus to surgery of the thyroid 
gland followed Plummer’s! discovery in 1923 
of the value of iodine in the preparation for 
operation of patients with hyperthyroidism. 
More recent discoveries of great benefit in 
treating thyroid disease include Astwood’s? dis- 
covery of the thiouracil drugs in 1942, and the 
use of radioactive iodine (I!) in 1941 by 
Hertz and Roberts.’ 

We have reviewed 100 consecutive cases of 
thyroid disease admitted to the surgical service 
of one private hospital during a five year 
period from 1954 to 1959. We personally have 
operated upon each of these patients, and 
therefore the technic has been fairly well 
standardized. 


An analysis of this group of patients is 
shown in table 1. Eighteen patients were 
treated for primary hyperthyroidism and 7 for 
toxic nodular goiter. Two of the latter group 
were recurrent. Thirty-four patients were op- 
erated on for nontoxic nodular goiter. A fur- 
ther breakdown of these reveals that 3 were 
substernal, 2 had recurred and one contained 
carcinoma. There were 25 solitary adenomas, 
4 of which contained carcinoma. Sixteen in- 
dividuals were found to have thyroiditis. 
Twelve of these had chronic thyroiditis (all 
struma lymphomatosa—Hashimoto’s disease), 
3 had subacute, and one had chronic and sub- 
acute inflammation. 

There has been a great deal of confusion 
and disagreement concerning the proper ther- 
apy of thyroid disease, especially primary hy- 
perthyroidism and carcinoma. Much of this 


*Read before the Section on Surgery, Southern Medical As- 
— a Annual Meeting, St. Louis, Mo., Oct. 31- 
ov. 3, 1 5 


TABLE 1 
ANALYSIS OF 100 THYROID PATIENTS 


Type of Number of Average Per Cent 
Thyroid Disease Patients Age Females 
Graves’ disease 18 36 83 
Total toxic nodular 7 47 100 

Recurrent = 48 100 
Total nontoxic nodular 34 47 100 
Substernal 3 59 100 
Recurrent 2 34 100 
Cancerous 1 (3%) 45 100 
Total solitary adenomas 25 39 96 
Cancerous 4 (16%) 37 100 
Total thyroiditis 16 48 81 
Subacute 3 55 67 
Chronic and subacute 1 48 100 
Chronic 12 42 94 


confusion and disagreement has been dispelled 
in the past few years, but a considerable differ- 
ence of opinion still exists in certain quarters. 


Clinical Aspects and Management 


The purpose of this paper is to outline what 
we believe to be the recent trends in thyroid 
surgery and our present method of managing 
these patients. 

In considering surgical disease of the thy- 
roid we are concerned chiefly with the follow- 
ing diseases: 

(1) Primary hyperthyroidism (Graves’ dis- 
ease or diffuse toxic goiter) 

(2) Nodular goiter— (a) toxic, (b) nontoxic, 
and (c) substernal 

(3) Solitary nodule (discrete or solitary ade- 
noma) 

(4) Thyroiditis—(a) subacute, (b) Hashi- 
moto’s disease (struma lymphomatosa), and 
(c) Riedel’s struma 

(5) Carcinoma of the thyroid 

Primary hyperthyroidism may be very illu- 
sive in its diagnosis and may mimic other 
diseases. The patient’s symptoms must be care- 
fully evaluated. Thyroid enlargement, diffuse 
bruit, tachycardia, increased pulse pressure, 
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heat intolerance, increased appetite, tremor 
and weight loss are classical symptoms but one 
may encounter varying degrees of this typical 
picture. The basal metabolic rate, determina- 
tion of protein-bound iodine and levels of 
blood cholesterol are very useful in reaching 
a correct diagnosis. We must be constantly re- 
minded that this is a disease of remissions and 
exacerbations. Further, there are certain dis- 
eases unrelated to the thyroid gland which 
may increase the basal metabolic rate such as 
leukemia, hypertension, cardiac decompensa- 
tion or fever. Psychoneurosis and _ psychosis 
may mimic hyperthyroidism, and since border- 
line cases are rarely benefited by thyroidec- 
tomy, if doubt exists as to the diagnosis, a 
therapeutic trial of iodine or propylthiouracil 
may be indicated. 

Once the diagnosis is established and the 
activity of the gland is determined, we favor 
thyroidectomy (radical subtotal thyroidec- 
tomy) after preparation with iodine, propyl- 
thiouracil or methimazole or a combination of 
these drugs. We do not attempt to reduce the 
basal metabolic rate to zero but rather to in- 
duce a clinical remission. A reading below 
plus 20 is considered safe to proceed with op- 
eration. We are removing more of the gland 
bilaterally than we did in former years, and 
believe that temporary hypothyroidism follow- 
ing thyroidectomy is desirable. Although 
Waldron and associates* report an incidence 
of 2.7% carcinoma in Graves’ disease, these 
probably represent the small microscopic les- 
ions, found incidentally in thyroid tissue desig- 
nated as nonencapsulated sclerosing tumors. 
We therefore are not ordinarily concerned 
about carcinoma in this disease. 

Toxic nodular goiter does not respond as 
dramatically or as quickly as Graves’ disease 
to the antithyroid drugs. The patient is pre- 
pared for thyroidectomy as in diffuse goiter. 
The treatment of choice is, in our opinion, an 
extensive subtotal thyroidectomy with removal 
of all adenomas. The indications for opera- 
tion in this type of goiter are to relieve hyper- 
thyroidism, to prevent development of cancer 
or to remove the carcinoma if it is already 
present, and for cosmetic reasons. 

We believe that antithyroid drugs should 
be given for preoperative preparation but not 
for cure of the hyperthyroid patient. Excep- 
tions to this might be in some instances of re- 
current hyperthyroidism, or in a poor risk pa- 
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tient when antithyroid drugs or I!*! might be 
preferable. An occasional patient is sensitive 
to the thiouracil drugs, and it is well to re- 
member that iodine is still a good drug with 
which to prepare patients for operation. Also 
one may change to the perchlorates or if neces- 
sary to the iminazole compounds. 

Hyperthyroidism associated with pregnancy, 
though relatively rare, deserves certain special 
considerations. If symptoms are moderate no 
treatment is necessary, but if severe iodine 
and/or antithyroid drugs should be used, the 
latter in small doses since the drug is thought 
by some to circulate in the fetus and that large 
doses might cause goiter and hypothyroid- 
ism.5 I!31 should not be given because of the 
harmful effect on the fetus. Surgical treatment 
may be safely carried out if necessary. Most 
patients are easily prepared for operation with 
propylthiouracil, given in doses of 300 mg. 
daily, or with methimazole in doses of 20 to 40 
mg. daily. It is important to remember that 
the catabolism of these drugs requires that 
they be administered at least every eight hours 
in order to maintain a 24 hour therapeutic 
level. It should be pointed out that the PBI. 
is normally high in pregnancy and, if therapy 
is instituted, the PBI. level should be kept 
around eight or nine. 

Nontoxic nodular goiter is best treated by 
thyroidectomy. This is especially indicated in 
the young patient because of the danger of 
carcinoma.® Dessicated thyroid has been rec- 
ommended for nodular goiter to reduce the 
size or to cause disappearance.’ In our experi- 
ence results from this form of therapy have 
been unsatisfactory. Even though a decrease 
in size sometimes occurs, one is still left with 
nodularity. 

Intrathoracic or substernal goiter usually is 
nontoxic but may become toxic. Practically 
all of these goiters can be removed through 
the usual thyroid incision in the neck. In ad- 
dition to mobilizing the cervical portion of 
the thyroid gland, one should divide and 
ligate the superior pole, identify the recurrent 
laryngeal nerve, and ligate the inferior thyroid 
artery. The isthmus should be divided, and 
gentle traction made on the intrathoracic or 
substernal portion. They are always attached 
to the thyroid gland, and when the gland is 
mobilized the goiter can usually be delivered. 
It is rarely necessary to split the sternum or to 
resort to thoracotomy. 
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Solitary nodules should be surgically re- 
moved in our opinion. We have in recent years 
become more aware of the danger of carcinoma 
in a discrete or solitary nodule. The clinical 
findings are important in such problems. Firm- 
ness of the nodule may mean malignancy, but 
not always as it may be due to calcification or 
to thyroiditis. Hemorrhage into an adenoma 
may cause pain and a rapid increase in size, 
which may be confusing. 

The incidence of carcinoma in surgically 
removed solitary adenomas is variously re- 
ported: 24.5% by Crile,§ 11.1% by Waldron 
and associates, 24% by Cole and associates,® 
and 15.6% by Dailey and associates.1° Twenty- 
five patients of our series were found to have 
a solitary adenoma. Four were found to con- 
tain cancer, an incidence of 16 per cent. If the 
nodule or adenoma is obviously clinically 
benign, an enucleation may be done. If any 
doubt exists, however, lobectomy should be 
carried out, including removal of the isthmus. 

Thyroiditis should be considered in three 
categories: (1) Subacute thyroiditis, (2) Hashi- 
moto’s disease (struma lymphomatosa), and 
(3) Riedel’s struma. 

Subacute thyroiditis is characterized by 
pain, frequently radiating to the angle of the 
jaw. A definite cause has not been established. 
It frequently follows upper respiratory infec- 
tion, and a virus has been incriminated by 
some. There may be low-grade fever and an 
increased sedimentation rate. It is more com- 
mon in women, usually occurring in the mid- 
forties. The gland is usually tender, and the 
pulse rate may be elevated. The entire gland 
is involved in most instances. Occasionally, it 
starts in one lobe and spreads to involve both, 
and we have seen patients from time to time 
with a localized area of thyroiditis. The course 
is self-limited and tends to clear up spontane- 
ously without disturbance of thyroid function. 
The recommended treatment is adrenal gluco- 
corticoid and bed rest. Radiation therapy may 
be beneficial. The recommended dose of cor- 
tisone is 100 mg. per day for the first week, 
gradually reduced to 25 mg. per day, or the 
equivalent dose of any of the many anti- 
inflammatory steroids. Occasionally, the usual 
pain pattern is not seen, nodularity or a clini- 
cal impression of nodularity develops, and 
operation may be done, probably unneces- 
sarily. 


Hashimoto’s disease is a form of chronic 
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thyroiditis, occurring usually in the fourth or 
fifth decade and most often in women. The 
incidence of this disease seems, in our experi- 
ence at least, to be increasing. The onset is 
insidious and pain is rare. The entire gland is 
usually involved. It is enlarged, firm and may 
be irregular with little vascularity. It is often 
difficult to differentiate Hashimoto’s disease 
from carcinoma and nodular or diffuse goiter. 
It appears to be a systemic disease, probably 
caused by an auto-immune mechanism." The 
preferable treatment is conservative subtotal 
thyroidectomy, leaving about one half of each 
lobe. As in the subacute thyroiditis, steroids 
are probably also preferable in this disease, 
and x-ray therapy has been recommended also, 
but the diagnosis is nearly always established 
at the operating table, this being the principle 
reason for our form of treatment. Waldron 
and associates‘ report a high incidence of car- 
cinoma in thyroiditis. (We have never seen 
this, but if it should prove to be the case, a 
corresponding change in therapy will be nec- 
essary.) 

Riedel’s struma, a rare form of thyroiditis, 
is a chronic proliferating, fibrosing, inflamma- 
tory process, involving usually one, but some- 
times both, lobes of the thyroid gland, trachea, 
muscles and other adjoining structures. It 
usually occurs beyond the age of 50 and affects 
women more often than men. The onset is in- 
sidious and painless; symptoms of pressure 
predominate. The thyroid enlargement in- 
volves only a part of the gland and is stony 
hard. A degenerating adenoma may be found 
in the center of the fibrosed lobe. Removal of 
the entire lobe should not be attempted be- 
cause it is almost impossible to do so and is 
dangerous. Crile!? recommends “coring out” 
the degenerating adenoma when possible and 
reports good results from this procedure. 

Carcinoma of the thyroid gland has in re- 
cent years caused more concern because of its 
reported high incidence in the solitary nodule. 
In general, we are not much concerned about 
the presence of carcinoma in Graves’ disease, 
nor in the thyroid containing multiple nod- 
ules, particularly if hyperthyroidism is present 
in the latter. 

The incidence of carcinoma in surgically 
removed solitary adenomas, as_ previously 
stated, ranges from about 10 to 24 per cent. 
Surprisingly, the incidence of carcinoma in 
non-toxic multinodular goiter is reported as 
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being from 10 to 19 per cent.*-§ Our experience 
shows a much lower incidence. Of 34 patients 
with nontoxic nodular goiter, only one (3%) 
contained cancer. 

There is much confusion and disagreement 
about the classification of thyroid carcinoma. 
Warren’s!® pathologic classification seems the 
most suitable. He divides thyroid carcinoma 
into two groups: differentiated and undiffer- 
entiated. Under differentiated carcinoma he 
includes: 

Follicular — low-grade, localized carcinoma 
in follicular adenomas, and follicular adeno- 
carcinoma. 


Papillary carcinoma — including the low- 
grade localized carcinoma in papillary ad- 
enoma, and papillary adenocarcinoma. 

Undifferentiated carcinoma includes small 
cell carcinoma and giant cell carcinoma. 

It behooves us to be alert for the presence 
of carcinoma in patients with goiter. Exami- 
nations should always include the cervical 
lymph nodes. What was once thought to be 
lateral aberrant thyroid tissue in the neck is 
now known to represent metastasis to the 
regional cervical lymph nodes from a primary 
carcinoma of the thyroid. The consistency of 
the nodule or thyroid lobe is important. Usu- 
ally we suspect carcinoma in the firm, hard 
adenoma or lobe, remembering that calcifica- 
tion, hemorrhage or thyroiditis may present 
similar findings. We are less prone to observe 
single or multiple nodular goiters as long as 
we formerly did, because of the danger of 
carcinoma being present or developing later. 
Especially is this true in the younger age 
group. 

There are, generally speaking, two schools 
of thought concerning the treatment of thy- 
roid cancer. One is conservative,!* the other 
radical.5 We have adopted a middle-of-the- 
road policy, feeling that most carcinomas of 
the thyroid are low-grade, and that the prog- 
nosis is relatively good compared to cancers 
in many other organs. In other words we do 
not believe that every carcinoma of the thy- 
roid needs a radical neck dissection. The ex- 
tent of the operation on the thyroid and on 
the regional lymph nodes depends on the type 
of malignancy. Most cancers of the thyroid are 
slow-growing and spread to the regional cervi- 
cal lymph nodes before going to distant or- 
gans. X-ray and radioactive iodine have a 
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definite place in the treatment of carcinoma 
of the thyroid, along with surgery. Because of 
the possible carcinogenic effect of I'*+, thera- 
peutic doses should not be given during preg- 
nancy nor in patients under 40 years of age.® 

To prevent carcinoma and to treat it prop- 
erly, we recommend surgical removal of soli- 
tary and multiple nodular goiters, whether 
toxic or not. (We think that needle biopsy is 
dangerous and for this reason we prefer ex- 
cisional biopsy.) If an adenoma is reported by 
the pathologist to be malignant, or if it is sus- 
pected, a lobectomy should be carried out 
along with removal of the isthmus. If there 
is any question about the opposite lobe, it 
should be removed at the primary operation. 
A recent report by McNeill and Goode!é 
recommends bilateral lobectomy, whether or 
not the other lobe is clinically involved. This 
change in their original operation of lobec- 
tomy was brought about by having 3 patients 
who developed recurrences in the remaining 
lobe. They further point out that if I*1 is to 
be used later, a total thyroidectomy will be 
needed anyway. This thinking seems very 
sound and it may well be the procedure of 
choice. If there are no nodes palpable in the 
neck and the carcinoma is low-grade, we be- 
lieve the patient may be observed for any evi- 
dence of metastasis. If the cervical nodes are 
involved, we recommend a radical or modified 
radical neck dissection on the involved side. 
If local excision of a nodule or adenoma has 
been done and the pathologic report several 
days later shows it to be malignant, what 
should we do then? We believe a secondary 
operation should be performed, consisting of 
a complete bilateral lobectomy. Neck dissec- 
tion will depend on the type of cancer. Undif- 
ferentiated carcinoma of the thyroid is a seri- 
ous lesion, and it is questionable how much 
can be accomplished by surgery. We should 
offer this patient the benefit of surgery if 
there are no distant metastases. Here we must 
relieve pressure by partial removal of the 
tumor, if it cannot be removed entirely. (We 
also give x-ray therapy and consider the ad- 
visability of I'%1 for what it might be worth.) 
After operation and [151, if it is used, all 
patients with thyroid cancer should be placed 
on large doses of thyroid to suppress TSH. 
effects. 


There is little room for dogmatism in a 
discussion of thyroid carcinoma. Cancer in any 
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organ may be very peculiar, but it is almost 
the rule in carcinoma of the thyroid. We have 
one patient who, in January of 1937, under- 
went operation for a solitary adenoma. This 
was malignant, and a malignant node was 
removed from the right side of the neck at 
the same time. Two months later an addi- 
tional malignant node was found and re- 
moved. No further symptoms were noted for 
more than 22 years when, in 1959, she devel- 
oped a recurrent nodular goiter. She was op- 
erated upon and found to have benign follicu- 
lar adenomas. There was, and is no evidence 
of recurrent malignancy. On the other hand 
we have a patient who was operated upon in 
1950 for benign, diffusely toxic goiter and, in 
1959, when an operation was done for nodular 
goiter a follicular adenocarcinoma was found. 
We are fully aware that there are many such 
instances in the practice of others and only 
mention these 2 patients to make a point and 
for their general interest. 

Brief mention should be made of the com- 
plications encountered during thyroid surgery 
(Table 2). Almost all patients having adequate 
resection for primary hyperthyroidism or bi- 
lateral nodular goiter will develop some evi- 
dence of postoperative tetany, if careful ex- 
amination of the patient is made each day. 
These symptoms are so minor and transient 
in most patients that they go unnoticed. Oc- 
casionally they may be quite distressing, how- 
ever, and require intensive therapy. We had 2 
patients who developed profound symptoms 
following operation for nontoxic nodular 
goiter. Complete recovery occurred in both 
patients, but therapy was continued for six 
weeks in one. Excellent results were obtained 
in both patients with calcium and vitamin D 
therapy. 

Toxic patients may be over-prepared with 
antithyroid drugs and become hypothyroid be- 
fore operation. This happened to us in one 
instance. Following operation her respiration 
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became very difficult and she had no voice. A 
tracheostomy was performed and cortisone 
therapy instituted. After two or three days the 
tracheostomy tube was removed but the pa- 
tient continued to talk with a whisper. Cer- 
tainly, the endotracheal intubation may have 
produced enough trauma to be partially re- 
sponsible, but a week or so later in the office 
myxedema was suspected. A serum cholesterol 
level was 450 mg. per 100 ml. She responded 
very quickly to triiodothyronine and had a 
normal voice in a week or ten days. 

Injury to the recurrent nerves is a real haz- 
zard, unless positive identification is made in 
all instances of extensive thyroid surgery. We 
believe that the course of the nerve should be 
followed to where it enters the larynx, other- 
wise, it may be injured in removing the upper 
portion of the lobe from the trachea. (Knowl- 
edge of this fact was certainly comforting to us 
in the above mentioned patient.) 

One of our patients received an injury to 
the thoracic duct during radical neck dissec- 
tion. We believe this injury should have been 
avoided, although in the fasting patient there 
may be little flow of chyle and it may be clear. 
A great deal of care is required when working 
in this area. If the duct is only nicked it is 
probably worthwhile to attempt repair, but if 
it has been severed ligation is perhaps the 
procedure of choice. We were not aware that 
the injury had occurred, and therefore pro- 
fuse chylous drainage followed operation. 
Fortunately, an excellent response followed 
the use of pressure dressings for a period of 
two weeks. 

The technical advances in thyroid surgery 
in recent years are so important that they 
deserve brief comment. The major ones are: 

1. Anesthesia — general, using endotracheal 
anesthesia in the majority of cases. 

2. Exposure of the recurrent laryngeal 
nerves in most instances to avoid injury and 


TABLE 2 
COMPLICATIONS DURING THYROIDECTOMY 
Number of Type of 
Patients Complication Reason Treatment Response 
1 Obstructed respiration Hypothyroid at time of Tracheotomy Complete recovery 
and loss of voice operation 
2 Postoperative Operative trauma Calcium and Complete recovery 
tetany Vitamin D 
1 Chylous drainage Thoracic duct injury Pressure dressings and Healed in 2 weeks 


during radical neck 
dissection 


conservative measures 
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to permit more adequate excision of thyroid 
tissue. 

3. Avoidance of injury to the superior laryn- 
geal nerve, which may be injured when the 
superior pole is mobilized. 

4. Wide exposure through a collar incision, 
two fingersbreadth, above the sternal notch, 
cutting the strap muscles when necessary. 

5. Use of nonabsorbable suture material. 

6. Ligation of the inferior thyroid artery as 
well as the superior pole for the superior thy- 
roid artery. 

7. Being sure to excise the pyramidal lobe 
when present, also leaving as little thyroid 
tissue in the superior pole as possible. 

8. Hemostasis is just as important today as 
ever. 


Summary 


1. The picture of thyroid. disease seems to 
be changing. We are seeing less hyperthyroid- 
ism and more thyroiditis (Hashimoto’s dis- 
ease) and more nodular goiters, especially soli- 
tary nodules. 


2. The management of hyperthyroidism is 
relatively safe now, thanks to better preopera- 
tive preparation, better anesthesia and im- 
proved surgical technics. 

3. Because of a more extensive resection for 
hyperthyroidism, recurrent or persistent hy- 
perthyroidism is becoming much less common. 

4. We are not nearly so complacent about 
solitary nodules as we have been in the past, 
because of the rather high incidence of malig- 
nancy, and are recommending operation much 
earlier than we did in former years. 

5. The antithyroid drugs are valuable addi- 
tions to our management of hyperthyroidism, 
but they do not replace the need for surgery. 

6. Radioactive iodine is effective in the 
therapy of hyperthyroidism, when for some 
reason operation is contraindicated. It is used 
as an important adjunctive agent and has not 
replaced surgery, however. It is also of great 
value as a diagnostic and therapeutic agent in 
carcinoma of the thyroid. 

7. We have adopted a middle-of-the-road 
policy as far as the management of carcinoma 
of the thyroid is concerned, depending on 
wide excision of the primary lesion in the 
thyroid, including lobectomy with removal of 
the isthmus and bilateral lobectomy, if indi- 
cated. We do not recommend routine radical 
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neck dissection for carcinoma of the thyroid, 
reserving this procedure for those cases show- 
ing clinical evidence of metastasis, and for the 
undifferentiated carcinomas of the thyroid 
gland when distant metastases cannot be 
demonstrated. 
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Discussion (Abstract) 


Dr. Robert J. Schramel, New Orleans, La. Dr. Viar 
has presented a report which is valuable in that it rep- 
resents the modern experience with diseases of the thy- 
roid gland with consideration of methods of treatment 
which are currently employed. I can add little to what 
Dr. Viar has recommended in the treatment of any of 
these diseases of the thyroid gland, nor do I find that 
there are any significant differences between his recom- 
mendations and the kinds of surgical management cur- 
rently employed on the Tulane University Surgical 
Services. 

While our experiences in New Orleans in many re- 
spects paralle] with these reported today by Dr. Viar, 
there are some significant differences in our recent ex- 
perience and that of Drs. Viar and Donald. In the first 
place, hyperthyroidism or Graves’ disease has practic- 
ally disappeared from the surgical wards at Charity 
Hospital. This is probably due to several factors. For 
one thing, the white female wards at Charity Hospital 
have become essentially geriatric services. Most of the 
young white females are being cared for as private pa- 
tients, and thus a large potential source of patients with 
Graves’ disease is eliminated from our hospital. How- 
ever, even on the colored female wards where there is 
a somewhat larger proportion of young patients treated, 
we have for the past few years seen very few cases of 
hyperthyroidism. I am certain that the reason for this 
is that in New Orleans most patients with hyperthy- 
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+] roidism are being treated by the internist either with 

antithyroid drugs or radioactive iodine, irrespective of 
the age of the patient. I am not prepared to say that 
j this is the most desirable way of handling this disease, 
i but only reporting that this is the way it is being done 
i and apparently patients and internists have been satis- 
fied with it up till now. We do still see an occasional 
patient with toxic nodular goiter who is referred for 
surgical treatment, but even these are becoming more 
rare. 

We, too, are seeing more and more cases of thy- 
roiditis, probably because of an aggressive surgical pro- 
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gram directed against nodular enlargements of the 
thyroid gland. Most of these cases of thyroiditis present 
as nodules, although in some of them there may be 
sufficient inflammatory activity still present to suggest 
the diagnosis. I am sure that excision of the thyroid 
gland in patients with thyroiditis is probably unde- 
sirable. However, we are very rarely able to make a 
diagnosis of this disease without resorting to a surgical 
procedure. I think there is a real need for a diagnostic 
approach which will enable these patients to avoid 
operations which cannot significantly influence the 
course of their disease. 


Old Address: 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 


2601 Highland Avenue, Birmingham 5, Alabama 
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Industrial Medicine as a Part of 


General Practice 


ROBERT E. ECKARDT, M.D., Ph.D.,t Linden, N. J. 


By force of circumstances the small industrial plant cannot afford a full-time medical director. 
Many of the smaller industries are established in communities of moderate size. The general 
practitioner is a “natural” as part-time medical advisor in industry under these circum- 
stances. Here is an interesting and challenging subspecialty. 


IT WAS A GREAT HONOR and privilege for me 
to be asked by Dr. Frenkil to address this 
renowned Association. The scientific sessions 
of this Association, as published in the South- 
ern Medical Journal are always eagerly an- 
ticipated, since they have in the past contrib- 
uted, and undoubtedly will continue to con- 
tribute so richly to our medical heritage. In 
his letter of invitation, Dr. Frenkil indicated 
that he wished to make the theme of this 
particular session “The Allies of the Indus- 
trial Physician.” The allies which I wish to 
cover in my talk are management, the safety 
director, and the employee. 


At the last President’s Conference on Oc- 
cupational Safety held in Washington last 
fall, it was pointed out that on-the-job acci- 
dents occur most frequently in plants em- 
ploying less than 500 workers. It should never 
be forgotten that 99% of all employers, em- 
ploying about 80% of all employees, are small 
companies which employ less than 500 work- 
ers. Because of the size of these companies 
they can rarely, if ever, afford to employ a 
full-time industrial physician. Rather they 
are dependent upon the part-time industrial 
physician for whatever industrial medical 
service they obtain. In practical terms, this 
generally means the general practitioner in 
the local area of the plant involved, who 
devotes a portion of his time to the treatment 
of the industrially injured worker who may 
happen also to be his private patient. Thus 
there exists a challenge to the general prac- 
titioner to do something about the high fre- 


*Read before the Section on Industrial Medicine, Southern 
Medical Association, Fifty-Fourth Annual Meeting, St. Louis, 
Mo., Oct. 31-Nov. 3, 1960. 

{President of the Industrial Medical Association, and Di- 
Tector of the Medical Research Division, Esso Research and 
Engineering Company, Linden, N. J. 


quency of on-the-job accidents which are oc- 
curring in that segment of industry for which 
he bears the major responsibility. 

Historically, industrial medicine had _ its 
modern beginnings when employers, under 
our compensation laws, inherited the finan- 
cial liability for the treatment of workers 
injured in their plants. At about the turn 
of the century the accident rate was so de- 
plorably high that some of our larger cor- 
porations began to hire full-time physicians 
to work with them in an attempt to reduce 
the costs of treating the injured worker. Thus 
management came to the physician and asked 
him to become a management ally in the 
reduction of the costs of medical treatment 
of industrial accidents. In certain cases, un- 
doubtedly, there were abuses of this align- 
ment of the physician with management 
which, unfortunately, was not in the best 
interest of the injured worker. It is not my 
point to dwell on such abuses, but rather 
to discuss the mutual benefits which arose 
out of a proper alignment. 

The forward-thinking physician who found 
himself allied with management began to ask 
himself how he might best reduce the costs 
of such accidents. The first step in such a 
procedure, obviously, was to establish some 
sort of clinic or treatment facility very close 
to, or perhaps even inside the gates of the 
company. This permitted prompt, adequate 
treatment of the injured employee, with the 
result that he was able to return to work 
sooner than if he first had to be transported 
long distances before he could receive any 
treatment. As the physician or surgeon treated 
more and more similar cases, he soon became 
more proficient in such treatment, with a 
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resultant further reduction in time lost from 
work and further reductions in cost. 


It is to the everlasting glory of the medical 
profession that whenever a physician sees a 
number of similar cases, he begins to ques- 
tion himself about the possibility of prevent- 
ing the cases from occurring in the first place. 
The history of medicine clearly shows that 
as individual physicians saw many cases of 
typhoid fever, yellow fever, plague, smallpox, 
diphtheria and a host of other diseases, they 
began to wonder about, and then investigate 
the cause of these diseases, with the ultimate 
development of means of preventing them. 
So it is today with cancer and arteriosclerosis. 
Much of the research in these two fields today 
is devoted to understanding the causes, with 
the result that even now we have low-fat 
or low-cholesterol diets being recommended, 
or admonitions against smoking. 

The industrial physician, too, of this era 
began to think about the causes of these ac- 
cidents, and soon he found another ally, 
namely the safety director. I am not sure 
how much of the credit for the remarkable 
reduction in the frequency of industrial ac- 
cidents which has occurred over the past 50 
years is due to the safety director and how 
much to the physician, but certainly the 
physician became a staunch friend and ally 
of the safety director and contributed sub- 
stantially to this reduction. Together, the 
safety director and physician began to inves- 
tigate the causes of certain end results seen 
by the physician. Together they discovered 
that most of these accidents could be pre- 
vented. Together they went to their joint 
ally, namely management, and convinced him 
that not only from the humane standpoint, 
but also from the standpoint of sheer eco- 
nomics it was worthwhile for him to spend 
the money necessary to prevent further oc- 
currences of the same accident. The end re- 
sult in terms of industrial accident preven- 
tion, with consequent reduction in the fre- 
quency of on-the-job loss of time is now 
history. 

There is still, however, one additional ally 
that needed to be brought in, namely the 
worker himself. I remember not long ago 
riding down a New Jersey highway at 50 
miles per hour with a physician friend from 
Argentina. As we approached a traffic light, 
which was green in my direction, a car ap- 
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proached the same traffic light along the 
side road to the right. With perfect confi- 
dence, I passed the light with very little if 
any slackening of speed. After we got through 
the light my companion from Argentina 
breathed a sigh of relief and asked, “Weren't 
you afraid to go through that traffic light 
like that? How did you know that other 
car was going to stop?” “Why,” I said, “I had 
the green light.” “But,” he admonished me, 
“In Argentina nobody pays any attention to 
traffic lights!” 

It soon became evident to safety directors 
and physicians alike, that simply putting 
guards on high speed machinery, railings on 
narrow catwalks, providing safety glasses and 
shoes, masks or respirators, or caps to tuck 
in the women’s hair was not enough. Instead, 
the worker himself had to be brought in as 
an ally and taught to use the safety equip- 
ment provided him. After all, it does not do 
much good to install traffic lights until the 
majority of the general public recognizes the 
need for, and is willing to obey them. The 
worker was suspicious of some of the new- 
fangled gadgets that were designed to protect 
him. He found all sorts of excuses not to 
use them: they reduced his output; they were 
uncomfortable; they were hot; they got in 
his way; they took too “danged” much of his 
time. But when he could be shown that they 
reduced injury, suffering, time lost from work, 
loss of pay, then he was willing to, and en- 
thusiastic about the support of the safety pro- 
grams that were proposed. 


Thus three very important allies of the 
industrial physician are the management, the 
safety director and the employee himself. 

The challenge that has been put forth by 
the most recent President’s Conference on 
Occupational Safety is a challenge to prac. 
tically every general practitioner. These are 
the men who are providing industrial medi- 
cal service, however slight it may be, to the 
small plant employing less than 500 workers. 
These men must understand the concepts of 
modern preventive industrial medicine, and 
must educate the management of the plants 
they serve as to the benefits. Managements of 
these small plants do not see or understand 
the hidden costs of on-the-job accidents and 
worker absenteeism. They must first be en- 
listed as an ally of the physician. This, per- 
haps, can best be done in association with a 
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specific case, rather than in terms of gen- 
eralities. Let us illustrate. A man slipped on 
a newly-washed floor, breaking his hip in the 
fall. He was hospitalized two weeks, during 
which open reduction, pinning and plating 
of the femur was accomplished. Subsequently 
he was off from work at his physician’s re- 
quest for two and a half months. The total 
cost to the company was 2 weeks hospitaliza- 
tion, doctor’s fees, and 3 months compensa- 
tion. The accident could have been prevented 
by properly placed signs and ropes at a cost 
of a few dollars. Besides, the man would have 
saved the suffering and would have earned 
full pay for the time involved instead of 
receiving the compensation which is at a 
percentage of his pay. The costs—a few thou- 
sand dollars vs. a few dollars. Now if the 
physician went to the manager and explained 
this, an industrial medical program could 
have been instituted, and the physician com- 
pensated for his time. Thus no one would 
lose. The manager saves money, the employee 
saves earnings, and the physician is compen- 
sated for preventing rather than treating. 

It is likely that in the small plant employ- 
ing less than 500 workers, there is no full- 
time, or even part-time safety director. Thus 
the responsibility for a safety program in 
such a company will, and should fall on the 
physician who is treating the workers who 
have been injured. It is he who sees the in- 
jured worker and is therefore in a position 
to discuss with the management of the plant 
whether some preventive measures might have 
prevented the accident. If he were to call the 
management and propose that a tour of the 
plant might suggest means of preventing fu- 
ture accidents of a similar nature, I feel quite 
confident he would obtain a receptive hear- 
ing. This, then, could be but the first step 
in introducing a more comprehensive indus- 
trial medical program within the plant. Such 
a program, as advocated in modern preventive 
industrial medicine, encompasses: (1) pre- 
placement examinations to assist in placing 
the worker at a job commensurate with his 
abilities; (2) periodic examinations to detect 
early physiologic changes in an attempt to 
slow down or prevent their progression; (3) 
special toxicologic examinations where indi- 
cated; (4) health education and counsel; and 
(5) other special projects where indicated, in- 
cluding advice on industrial hygiene and 
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consultation in some situations. The Council 
on Industrial Health of the American Medi- 
cal Association has issued a pamphlet de- 
scribing “The Scope, Objectives and Func- 
tions of Occupational Health Programs.’ 
This should become required reading for 
every physician who has treated a worker 
for an industrial injury or illness. If the chal- 
lenge of the small plant, the plant employing 
less than 500 workers, is to be met, this will 
have to come through the general practitioner 
understanding the concepts of modern pre- 
ventive industrial medicine, and having these 
concepts applied in these small plants. Such 
concepts do not, in any way, offer any threat 
or competition to the general practitioner. 
Rather they offer promise of supplementing 
and complementing the private practice of 
medicine. In studies done in large industries, 
as many as 60% of those examined have been 
found to have defects which were correctible 
or on which they needed health counseling. 
The correction of such defects or the required 
health counseling is within the province of 
the general practitioner and present to him 
a great challenge for the continued increased 
productivity of the American worker. There 
is thus a great need for the general practi- 
tioner to enlist management and the workers, 
and safety directors where they exist, as his 
allies in the practice of industrial medicine. 

I would not like to close without mention- 
ing the existence of the Industrial Medical 
Association, composed of some 4,000 phy- 
sicians who are interested in furthering the 
practice of industrial medicine. These aims 
are approached through an annual scientific 
meeting, through a monthly Journal of Oc- 
cupational Medicine, and through numerous 
active committees which consider, debate and 
make recommendations on a variety of topics, 
from clinical toxicology to employment of 
the cardiac, from education for industrial 
medicine to workmen’s compensation. Some 
15 component societies, established whenever 
a sufficient number of men live within a 
locality, hold regular scientific sessions at 
which their members gather to exchange ideas 
on the latest treatment or prevention technics. 
It is through discussions of this type that the 
physician performing industrial medical serv- 
ices learns of the newest problems and tech- 
nics for their solution. Armed with these, he 
is then in an excellent position to enlist man- 
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agement and the worker as his allies. With- 
out their support, no industrial medical pro- 
gram can accomplish very much. 
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Discussion (Abstract) 


Dr. W. L. Macon, Jr., St. Louis, Mo. 1 thoroughly 
enjoyed hearing this paper. It has been my privilege 
to know Dr. Eckardt for several years and, as most 
of you know, he is now president of the Industrial 
Medical Association. 

Three weeks ago I had my house painted and after 
examination of the completed job, I found a number 
of areas that had been skipped or poorly painted. I 
reported this fact to the paint contractor who sent 
one of his men to do some patchwork. The job was 
still not satisfactory, so I asked the contractor to meet 
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me at my house to see for himself what a poor job 
had been done. This he did and brought the foreman 
who had been on my job. I told them I had painted 
some in my younger days and knew how paint should 
be put on. They agreed to rework the job. As they 
left and got around the corner of my house I inad- 
vertently heard the contractor say to his foreman, 
“That son-of-a female dog knows just enough to give 
us trouble.” 

When I told this story to my neighbor and said 
that I inadvertently heard what the contractor said, 
my neighbor said, “That was not inadvertent; he in- 
tended for you to hear what he said.” 

Now, I hope and believe I know a lot more about 
practicing medicine than I do about painting, and I 
would like to say that I heartily agree with every- 
thing Dr. Eckardt said in his paper. I believe indus- 
trial medicine is an interesting and remunerative part 
of any medical practice whether it be general prac- 
tice, internal medicine, surgery, or otherwise. Any 
doctor who works part time as an industrial phy- 
sician can make himself a greater asset to his com- 
munity and to himself if he will follow the advice 
outlined in Dr. Eckardt’s paper. 
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Protein-Losing Gastroenteropathy: Case 
Report of Menetrier’s Disease and Suggested Etiology* 


J. SPALDING SCHRODER, M.D.,f Atlanta, Ga. 


PROTEIN-LOSING GASTROENTEROPATHY has _at- 
tracted widespread clinical and investigative 
interest during the past three years as suc- 
cinctly summarized in a recent editorial+ in 
Gastroenterology. The major contributions 
leading to our present understanding of this 
phenomenon have resulted from the work of 
Gordon and his associates,?? and we are in- 
deed fortunate to have Dr. Davidson‘ elabo- 
rate on these studies in the succeeding paper 
on this program. The purpose of the present 
paper is two-fold. First, to present a case of 
apparent protein-losing gastroenteropathy in 
which the patient recovered clinically before 
definitive studies could be instituted to “‘pin- 
point” the defect. It seemed appropriate to 
the Program Committee to stress the pitfalls 
which may be encountered clinically when 
dealing with a patient with edema of un- 
known origin, by presenting this case report 
before hearing from Dr. Davidson how similar 
cases might profitably be studied. The second 
purpose of this paper will be to suggest a 
hypersensitivity mechanism to explain some 
cases of protein-losing gastroenteropathy due 
to giant hypertrophy of the gastric mucosa 
or edema of the intestinal mucosa associated 
with hypoproteinemia and edema. In our sur- 
vey of the literature we have not encountered 
this suggested mechanism. 


Case Report 


M. H., a 10 year old white boy, underwent open- 
heart surgery utilizing extracorporeal circulation, on 
June 16, 1959, for closure of a 3 by 4 cm. atrial 
septal defect of the ostium secundum type. The pro- 
cedure was well tolerated but immediately after op- 
eration he had a hard chill and the temperature rose 
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to 104.5°. He was placed on an ice mattress and given 
500 cc. of distilled water containing 10,000,000 units 
of aqueous penicillin intravenously. His temperature 
dropped immediately and there was no further un- 
usual elevation. He was discharged on June 29, but 
was readmitted 2 weeks later on July 10, because of 
fever and left-sided pleural effusion. His WBC. count 
was 7,400, with 2% bands, 76% segmenters, 2% 
basophils, 17% lymphocytes and 3% monocytes. A 
smear of the pleural fluid revealed gram-positive 
staphylococci but he had received antibiotics and a 
culture was negative. He was treated with penicillin, 
chloramphenicol and sulfisoxazole (Gantrisin) and his 
temperature returned to normal within 4 days. He did 
well and was discharged on July 16. 


Upon returning home he was asymptomatic for 2 
weeks following which he awoke one night nauseated 
and vomiting. The next morning his mother noted 
that his upper eyelids were puffy and his face ap- 
peared swollen. His physician treated him with anti- 
histamines and antiemetics. During the next 5 days 
the swelling became progressive and it was noted that 
his legs and abdomen were swollen. 

He was again hospitalized on August 6. The tem- 
perature was normal, P. 104, B.P. 115/70 with 8 mm. 
paradox, weight 6614 lbs. His face was bloated and he 
appeared chronically ill. Pulsation of the neck veins 
was noted in the supine position only. There was no 
abnormal venous distention when he sat up at a 
45 degree angle. The lung fields were clear, no rub 
nor diastolic sounds were heard. The liver was pal- 
pated 2 to 3 fingerbreadths below the right costal 
margin. An abdominal fluid wave was demonstrable 
and shifting dullness was present. Some pretibial 
edema was present. The hemogram and _ urinalyses 
were normal. Total serum proteins were 4.0 Gm., al- 
bumin 2.6 and globulin 1.4 Gm. per 100 ml. BSP. re- 
tention was 1%; prothrombin time, thymol turbidity 
and cephalin flocculation were normal. The 24 hours 
stool fat was 2 Gm. per 100 Gm. dried stool. Cardiac 
fluoroscopy revealed vigorous pulsation of the left 
ventricle, and pulsation of the right ventricle was 
increased. 


He was treated with sodium restriction, chlorothia- 
zide, mercaptomerin (Thiomerin) and digitalization 
with good diuresis and a weight loss of 814 lbs. in 8 
days. Nausea continued during the first days in the 
hospital but improved thereafter coincident with sub- 
sidence of the edema. It was considered that he might 
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have restrictive pericarditis with hypoalbuminemia 
secondary to this condition. It was the opinion of 
other observers that he might have right heart failure 
due to repeated small pulmonary emboli, and anti- 
coagulant therapy was administered for 4 days until 
cardiac catheterization revealed a normal right ven- 
tricular pressure. One week after admission the serum 
albumin was 3 Gm. and globulin 1 Gm. 


Because the edema had subsided he was dismissed 
on the 8th hospital day to the care of his home 
physician on promazine HCl (Sparine), propantheline 
bromide (Probanthine) and chlorothiazide (Diuril), 
but episodic daily vomiting returned and _ persisted. 
The vomitus was described by his mother as a yellow 
to white clear fluid and she stated that it had a very 
striking resemblance to egg-white. Vomiting usually 
occurred in the mornings and was associated with 
sharp epigastric pain which was intermittent, usually 
lasting for about 5 minutes at a time and which 
seemed to be improved by the ingestion of food. On 
one occasion flecks of blood stained vomitus were 
noted. Outpatient gastrointestinal x-ray examination 
on Aug. 26, 1959, revealed multiple large polypoid 
masses throughout the stomach from the fundus to the 
antrum (Fig. 1). It was suspected that these large 
masses completely destroyed the mucosa of the stom- 
ach. There was thought to be some thickening of the 
mucosal pattern in the small intestine. [t was the 
opinion of the radiologist that these findings would 
seem most likely related to a malignant process, such 
as a lymphoma or possibly a myosarcoma. Hospitali- 
zation was recommended and the admitting diagnosis 
was lymphosarcoma with involvement of the stomach 
and secondary hypoproteinemia with anasarca. Edema 
had subsided but vomiting persisted until admission. 

On re-admission to the hospital on August 26, his 
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temperature, pulse and respiration were normal, B.P, 
was 100/60. No ascites or edema were found. The liver 
was palpated 2 fingerbreadths below the right costal 
margin in the midclavicular line, the spleen was not 
felt, and the abdomen was soft. Hgb. was 11.6 Gm, 
PCV. 38%, WBC. count 7,000, and the differential 
count revealed 84% lymphocytes, 11% segmenters, 3% 
eosinophils and 2% monocytes. A second differential 
count reported 36% lymphocytes, 2% atypical lympho- 
cytes, 35% segmenters, 4% eosinophils, 1% basophils 
and 4% monocytes. He was placed on a high protein 
diet. Intravenous administration of 100 cc. salt-poor 
albumin was begun the following day. On the 3rd 
hospital day the serum albumin was 4.8 and _ the 
globulin 2.7 Gm. Prothrombin time was normal. Bone 
marrow examination revealed a hypercellular marrow 
without abnormal cells. The vomiting subsided im- 
mediately following hospitalization and did not recur, 
There was no abdominal discomfort and he ate well, 

On the 3rd hospital day his physicians became 
aware of the syndrome of protein-loss into the gastro- 
intestinal tract associated with giant hypertrophy of 
the gastric mucosa, and the working diagnosis was 
changed from lymphosarcoma to Menetrier’s disease. 
Another gastrointestinal series revealed grossly hyper- 
trophied gastric folds producing a bizarre, shaggy, ir- 
regular pattern to the stomach. No stiffness of the 
gastric wall was noted and there was no alteration of 
gastric peristalsis. Gastroscopic examination was per- 
formed on the 5th hospital day. The gastric mucosa 
was found to be markedly hypertrophied and_ the 
large rugae could be obliterated only partially by air 
insufflation. However, the rugae were not rigid and 
could all be partially obliterated. There were no ul- 
cerations or hemorrhages, and the mucosa was normal- 
ly pink and glistening. Excessive hypersecretion of a 


FIG. 1 


Large polypoid masses extend from the fundus to antrum; there is 
intestine. 


some thickening of the mucosal pattern in the small 
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thick sticky mucus material was seen, some of which 
was aspirated for protein determination. Four biopsies 
were obtained under direct gastroscopic visualization. 
The report of the pathologic examination revealed an 
increase in the number of mucus cells involving the 
major portion of the gastric glands, some branching 
of these mucoid tubules, the formation of cysts near 
the basal portion of the epithelium and the presence 
of normal chief cells and parietal cells. There was no 
necrosis and no significant inflammation or scarring. 
The cells of the glands showed no unusual degree of 
activity and there was no evidence of endoplasia either 
in the glands or stroma. These findings were con- 
sidered consistent with Menetrier’s disease. A needle 
liver biopsy obtained at the time of gastroscopic ex- 
amination revealed normal liver. Electrophoresis of 
the aspirated gastric juice revealed 3 globulin-like 
components. Serum electrophoresis was normal. The 
patient was discharged from the hospital 48 hours 
after the gastroscopic examination, on the 7th hospital 
day. 

His subsequent course has been entirely asympto- 
matic. He has had no further episodes of vomiting 
or edema. On Feb. 16, 1960, serum albumin was 4.4 and 
globulin 4 Gm. Electrophoretic pattern of the plasma 
on Feb. 17 was normal, except for a slight increase 
in gamma globulin. Gastrointestinal x-ray study at this 
time revealed that the hypertrophy of the gastric 
rugae had regressed considerably so that on_ this 
examination the folds were considered to be at the 
upper limits of normal in size (Fig. 2). 


Discussion 
Gordon? suggested that this phenomenon 
is a manifestation of disease and not a true 
disease entity. The application of this mecha- 
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nism of protein-loss has rapidly been ex- 
panded to include other conditions than gas- 
tric mucosal hypertrophy,! but little has ap- 
peared in the literature to clarify the cause 
of transitory episodes similar to the case re- 
ported herein. Among the possible etiologic 
factors we considered a hypersensitivity mecha- 
nism, because of the transient nature of the 
disturbance, the lack of histologic evidence of 
an inflammatory reaction in the superficial 
biopsies, the mild eosinophilia observed, and 
the many potential allergenic agents to which 
the patient was exposed incident to the use 
of the extracorporeal circulation pump and 
numerous antibiotics. A similar etiology might 
be considered for the case reported by Deg- 
nan, of a 3 year old boy with 19% eosino- 
philia for which no cause could be found 
despite intensive search for parasitic and al- 
lergic factors. The edema disappeared in 12 
days and a week later serum proteins and 
eosinophil counts had returned to normal. 
The classic studies of Citrin and associates® 
demonstrating loss of I!%1 labeled albumin 
into the gastric juice were carried out on a 
37 year old woman with a long history of 
hypersensitivity manifested by urticaria, hay 
fever and asthma. She had an 8% eosinophilia 
and total eosinophil count was 682 per cu. 
mm. Prior to the report of Citrin and asso- 


FIG. 2 


Six months later the examination is normal. 
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ciates the correlation of gastric mucosal hyper- 
trophy with protein-loss was not recognized, 
and gastrointestinal x-ray studies are lacking 
in the cases of idiopathic hypoproteinemia 
associated with eosinophilia reported by Wyn- 
gaarden and his group,’ Fried and Henley,§ 
and Pierce.® A 2 year old child, reported by 
Gordon, Bartter and Waldmann,’ had a 22% 
eosinophilia with an absolute level of over 
3,000 per cu. mm., which was unexplained; 
gastrointestinal x-ray studies revealed minor 
changes consistent with generalized mucosal 
edema of the small intestine. With no defini- 
tive therapy this patient had gone into a re- 
mission, relapsed, and shown a second remis- 
sion during 2 months observation at the clini- 
cal center of the National Institutes of Health. 


Conclusion 


1. An additional case of protein-losing 
gastroenteropathy due to giant hypertrophy 
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of the gastric mucosa is reported in which 
spontaneous recovery occurred. 


2. <A hypersensitivity mechanism for some 
of these cases is suggested on clinical grounds. 
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Innocent Murmurs 


DALE GROOM, M.D.,t Charleston, S. C. 


Periodically the subject of murmurs needs review. This is a concise and simple consideration 
of the physiologic bases as well as physical characteristics of murmurs unrelated to 


structural abnormalities of the heart. 


A murMvR is defined as an adventitious 
sound arising within the heart or the great 
vessels, usually caused by turbulence of blood 
flow. The designations “innocent,” “func- 
tional,” “physiologic” and “benign” have cus- 
tomarily been applied to murmurs which, by 
definition, arise in presumably normal car- 
diovascular systems to distinguish them from 
murmurs signifying organic heart disease 
(though not necessarily excluding extracar- 
diac disease such as anemia or hyperthyroid- 
ism). 

The concept of innocent or functional ver- 
sus pathologic murmurs is perhaps more clin- 
ically useful than decisive; generally the as- 
sumption is that an individual either does or 
does not have a murmur, and that if he does 
it either is or is not indicative of a structural 
cardiac abnormality. The distinction there- 
fore is based upon the significance of the 
sound in respect to the cardiovascular sys- 
tem. That is, a murmur due t@ anemia or 
hyperthroidism, though labeled “innocent” or 
“functional,” can hardly be construed as in- 
nocuous. It may, in fact, provide the initial 
clue of such extracardiac disease. On the 
other hand, its significance from the cardiac 
standpoint is basically different from that of 
a so-called “organic” or “pathologic” mur- 
mur arising in a stenotic or incompetent 
valve. 

As a rule innocent murmurs are of rela- 
tively low intensity, are systolic in time, often 
inconstant, usually heard best at the base of 
the heart or along the left sternal border, 
and are notoriously altered by position, res- 
piration, exercise and other clinical maneu- 
vers commonly employed for their differentia- 
tion. Nearly all of them occur during the 


+From the Department of Medicine, Medical College of 
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systolic phase of the heart cycle because of the 
higher pressure gradients and velocities of 
blood flow produced by contraction of the 
ventricles. Thus they may be described or 
classified according to the site at which they 
are heard best on the precordium, their tim- 
ing in the cycle, their quality, duration, in- 
tensity or origin. Most important clinically 
is the interpretation of the significance of a 
murmur, be it innocent or pathologic, a task 
often involving extensive cardiovascular in- 
vestigation and sometimes prolonged obser- 
vation of the patient. 

It has been variously estimated that from 
about 5 to 15% of normal subjects have func- 
tional heart murmurs which are audible on 
stethoscopic examination. For example, 7% 
of almost 3,000 students at Harvard College! 
were found to have systolic murmurs for 
which no organic basis was evident. This per- 
centage increases to 25 or even 50% in 
children,? doubtless due in part to their 
thinner and more resilient chest walls which 
readily transmit all the cardiovascular sounds. 
Actually, with sufficiently sensitive recording 
equipment it can be demonstrated that vir- 
tually all normal subjects have innocent heart 
murmurs.* Whether such a murmur is heard 
on physical examination with the stethoscope 
or not depends of course upon many factors, 
notably the level of ambient noise in the 
examining room,‘ efficiency of the stetho- 
scope, the physician’s hearing acuity and his 
professional training and experience, as well 
as the pitch, duration and intensity of the 
sound itself at the chest wall. 

Physicians differ remarkably in their ability 
to detect as well as to interpret such murmurs. 
Whereas in years past the very presence of an 
audible murmur on physical examination was 
popularly considered to be a priori evidence 
of disease—and doubtless many cases of 
iatrogenic heart disease, suffering only from 
a diagnosis, were engendered thereby—twen- 
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tieth century medicine recognizes many types 
of murmurs as normal phenomena. Inter- 
pretation of a sound in terms of health and 
disease often rests upon criteria other than the 
sound itself. The electrocardiograph, x-ray 
and many graphic recording technics have 
made immeasurable contributions to our 
present-day understanding of circulatory dy- 
namics. 


Origin and Transmission—Physical Factors 


Sounds heard with the stethoscope over the 
body surface are in reality vibrations of the 
underlying anatomic structures in response to 
physical forces. In the case of the two major 
heart sounds these forces are principally the 
contraction of the ventricular musculature 
and abrupt closure of heart valves; in the case 
of murmurs the forces arise from turbulence 
of blood flow through the heart valves, cham- 
bers and great vessels. Unlike water, blood is 
a fluid of considerable viscosity and its flow 
is laminar—most rapid at the center of the 
column of blood, slowest at the periphery. 
Probably this laminar characteristic accounts 
in large part for the remarkable silence of 
flow as the blood courses in spurts through 
irregular contours and orifices. Nevertheless, 
some turbulence does occur, mainly in the 
outflow tract from the right ventricle where 
blood is propelled at high velocity through a 
somewhat crescentic-shaped conus into the 
pulmonary artery. A critical level for turbu- 
lence, which may be calculated from the 
viscosity, density and mean velocity,® is nor- 
mally exceeded at this and perhaps other sites 
during ejection of blood from the ventricles 
in systole and a murmur results. 

The amplitude of these vibrations at the 
body surface and, hence, their degree of audi- 
bility on stethoscopic examination is depend- 
ent not only upon the degree of turbulence 
but also upon the sound-transmitting charac- 
teristics of the intervening tissues. Innocent 
murmurs are heard over the precordium most 
frequently in children because an elastic, thin 
chest wall conducts the sounds more readily 
than one heavily laden with fat and muscle 
mass. In the barrel-chested asthmatic with 
much emphysematous lung tissue interposed 
between the source of sound and the body 
surface, even the major heart sounds may be 
scarcely perceptible. 

While the site of maximum intensity of a 
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murmur on the precordium usually coincides 
fairly closely to the area immediately overlying 
the site of origin, the pathway of sound trans- 
mission is not necessarily the most direct one. 
It is modified by both the densities of inter- 
vening tissues and the direction of blood 
flow. Furthermore, the anatomic position of 
the heart and great vessels is subject to wide 
variation in normal individuals, being inti- 
mately related to body build. Most innocent 
murmurs, however, are best heard along the 
left sternal border as illustrated in figure 1. 
That area overlies the pulmonary outflow 
tract. 

The obvious reason that “organic” murmurs 
are almost always louder than innocent ones 
is that much greater turbulence is produced 
by the obstruction of a stenotic valve or re- 
gurgitation under high pressure. But it should 
be emphasized that the intensity of a murmur 
is not an accurate index of the severity of 
valvular disease (for example, an extremely 


severe mitral stenosis may permit so little | 


blood flow through it that little or no murmur 
is produced) nor should it be the sole cri- 
terion of whether a murmur is innocent or 
pathologic. As a rule, however, innocent 
murmurs heard over the precordium are of 
low intensity in relation to the heart sounds, 
most of them near the threshold of stetho- 
scopic audibility, and many are of conspicu- 
ously short duration. Their quality is usually 
soft, “blowing,” or musical, as contrasted with 
the rough, harsh murmurs of organic valvular 
disease which have a large proportion of low 
frequency vibrations (often palpable as a 
“thrill”) caused by extreme turbulence. 


FIG. 1 


Location of 
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Types and Characteristics 


From the origin of murmurs in turbulence 
it is evident that anything which decreases 
the viscosity of the blood or which increases 
the rate of ejection or of blood flow will 
increase the intensity of the murmur. Anemia 
does both—hence hemic murmurs are among 
the loudest of the functional murmurs and 
may decrease or disappear following treat- 
ment. Pregnancy also increases cardiac output 
and frequently brings with it an associated 
anemia so One must be cautious in interpret- 
ing murmurs heard during the second and 
third trimesters of gestation, sometimes re- 
examining such patients several months after 
delivery before deciding whether a murmur 
is innocent or is arising from organic cardio- 
vascular disease. The rate of blood flow is 
likewise increased in hyperthyroidism and in 
most febrile states. Exercise causes a transient 
accentuation of practically all murmurs (a 
useful clinical technic for improving the audi- 
bility of a suspected sound) and, similarly, 
emotional stress may in some individuals 
accelerate cardiac action sufficiently to cause 
a-emurmur. Gross deformities of the chest wall 
as, for example, “funnel chest,” are frequently 
accompanied by systolic murmurs ascribed to 
the consequent torsion, tortuosity or com- 
pression of the great vessels. 

Not all innocent murmurs can be classified 
as to Origin or significance, and certainly 
much remains to be learned of the mech- 
anisms involved. However, a few types are 
encountered with sufficient frequency to be 
recognizable as specific entities: 

The venous hum, an extracardiac murmur 
arising in the jugular vein on one or both 
sides, present in most children below 19 or 
15 years of age and in some adults. Char- 
acteristically, it is a continuous murmur with 
accentuation during diastole. From its point 
of maximum intensity in one or both supra- 
clavicular fossae it is often transmitted down- 
ward over the precordium where it may 
simulate murmurs of pathologic significance.® 
Diminution or obliteration of the venous hum 
when the patient assumes the reclining posi- 
tion or when his head is turned toward the 
side of origin, and by firm pressure over the 
jugular vein on that side are distinguishing 
clinical characteristics. 

The groaning or “twanging string” mur- 
mur, a decidedly musical grunting or groan- 
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ing sound occurring typically in mid-systole 
and of maximum intensity along the lower 
left sternal border. It, also, is a common 
finding in children. At times this murmur 
may be quite loud, especially after exercise 
and in the supine position. Its origin is un- 
known but vibration of tensed pulmonary 
cusps by rapidly flowing blood, much as a 
violin string is activated by the moving bow, 
is as plausible an explanation as any. (If so, 
this would be one murmur not arising pri- 
marily from turbulent flow.) Extracardiac 
causes have also been postulated. Like other 
musical murmurs, it contains prominent sinus- 
oidal wave forms (Fig. 2) suggesting that 
some structure is set into vibration at its 
resonant frequency. 

The mammary souffle which is commonly 
heard in late pregnancy and during the period 
of lactation. Its location of maximum in- 
tensity above one or both breasts suggests that 
it may arise from vascular engorgement of 
the breasts or, perhaps, from the internal 
mammary artery.7 Though the mammary 
souffle is said to be a continuous bruit with 
accentuation in late systole, only the systolic 
portion may be audible. Obliteration of the 
sound by firm pressure with the stethoscope 
over the site of origin is a maneuver used to 
differentiate it from murmurs arising within 
the chest. 


Cardiopulmonary sounds, while not strictly 


FIG. 2 


Sound tracing (above) of an innocent murmur with the 
simultaneously recorded electrocardiogram below. Note that 
this murmur, a “groaning’’ musical one, occupies most of 
the systolic phase of the heart cycle (between the Ist sound, 
left, and the 2nd heart sound, center), that it shows some 
variation from one cycle to the next, and that it is composed 
predominantly of regular, sinusoidal oscillations which are 
characteristic of musical tones. 
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murmurs, are adventitious sounds thought to 
arise from compression of lung tissue by the 
heart on systole and may often be recognized 
by their inconstancy, their short duration, and 
particularly by their variability in different 
phases of respiration. 

What might be called the universal systolic 
murmur® which is doubtless present in all 
normal subjects, probably of several types 
(early decrescendo, diamond shaped or late 
systolic sounds), ordinarily of very low inten- 
sity but in some individuals and under certain 
circumstances audible on careful stethoscopic 
examination and recognizable as normal phe- 
nomena of circulation. 


Summary 


The differentiation of innocent from path- 
ologic murmurs can be a most difficult de- 
cision, One which is not reducible to any 
simple set of rules. Certainly all systolic mur- 
murs of more than moderate intensity and 
all diastolic ones are not necessarily indicative 
of heart disease. Nor are all faint ones be- 
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nign—obviously the loud murmurs of ad- 
vanced valvular disease are, in early stages, 
of comparably low intensity. Usually the de- 
cision entails consideration of the sound in 
the light of the patient’s history and other 
clinical findings. It is one of “clinical judg- 
ment.” As in the case of the accomplished 
musician who perceives more of the music 
he hears than does another, the training and 
experience of a physician weigh heavily in 
his evaluation of a murmur. 
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Anticoagulants in Coronary Disease" 


ROBERT E. ENSOR, M.D., and 


H. RAYMOND PETERS, M.D.,t+ Baltimore, Md. 


Many aspects of anticoagulant therapy have not been settled. The authors attempt to find 
answers to these in the literature. They give some of their own experiences. 


ANTICOAGULANT THERAPY is becoming increas- 
ingly important in the prevention and treat- 
ment of thrombo-embolic disease. The use 
of anticoagulants in acute myocardial in- 
farction is now well established according to 
most authorities on the subject. In the last 
few years a dozen articles have reported fa- 
vorable results with long-term anticoagulant 
therapy in coronary disease. Many small 
communities as well as the larger centers 
provide for accurate prothrombin tests, per- 
mitting safe administration of anticoagulants. 


Acute Myocardial Infarction 


The use of the longer acting anticoagulants 
given orally is now generally accepted for 
all cases of acute myocardial infarction. In 
fact, control studies have been difficult in 
acute myocardial infarction in recent years 
because of the faith in these drugs. At the 
present there are those who would doubt 
if control studies would be ethically justifi- 
able. 

There are, however, a few opponents to 
the use of anticoagulants in all cases. In 
the American literature Russek! has become 
the symbol of opposition. He believes that 
anticoagulants should be limited to the 
minority whom he would classify as poor 
risk cases. There is considerable doubt among 
most authorities that patients can be ac- 
curately separated into good and poor risks 
on admission to the hospital. Most observers 
report a 25% error in assessing severity of the 
cases in the first 48 hours. Gilchrist? very 
aptly states that in the first 24 or 48 hours, 
with active myocardial changes in progress, 
shock and ischemia advancing or regressing, 


*Scientific Exhibit, Southern Medical Association, Fifty- 
Third Annual Meeting, Atlanta, Ga., November 16-19, 1959. 
_tFrom the Anticoagulant Clinic and Department of Medi- 
cine, Mercy Hospital Division, University of Maryland School 
of Medicine, Baltimore, Md. 


the illness is often too treacherous to clas- 
sify prognostically with any certainty. To 
delay a decision for 24 to 48 hours is to 
deny a patient the benefits of early therapy. 

A large scale study of 1,031 cases of acute 
myocardial infarction was studied by 16 dif- 
ferent hospital groups under the direction 
of Dr. Irving Wright® for the American Heart 
Association. In this series the mortality rate 
was 24% in the control group and 15% in 
the treated group. Thrombo-embolic com- 
plications occurred in 25% of the control 
group and in only 11% of the treated group. 

Friedberg* states that in the 21 studies 
other than that of the American Heart As- 
sociation, 18 disclosed a striking reduction 
in the mortality rates among patients who 
received anticoagulants. The mortality rate 
was 29.5% in the control group and a half 
as much, or 14.8%, in the treated group. 
The three reports which did not favor anti- 
coagulant therapy were either too small to 
be of significance or were found unacceptable 
for one reason or another by Friedberg. 


Long-Term Therapy After Myocardial Infarction 


Long-term therapy after the acute attack 
of myocardial infarction requires an accu- 
mulation of statistics over a long period of 
years to make any conclusions valid. This 
is not an easy matter to evaluate because of 
the countless variables entering into the 
natural history of these cases of coronary 
artery disease. The information available 
would seem to show that patients given long- 
term treatment are favorably affected. Tables 
1, 2, 3 and 4 indicate some of these results 
as published. Table 5 gives our results in 
this type of case. 

The question as to selection of cases in 
which the initiation of long-term anticoagu- 
lant therapy is indicated has been a subject 
of discussion. Askey® has reflected the opinion 
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TABLE 1 


295 CASES WITH CORONARY DISEASE ON 
LONG-TERM ANTICOAGULANT THERAPY 


(3 mos. to 7 yrs.) Nichol® 


Doing 

Deaths Recurrence Well 

Long-Term therapy 41 (18%) 7 129 
(295 cases) 

Control—after stopped therapy 37 (33%) 14 58 


(110 cases) 


of quite a number of observers in stating 
that continuous long-term therapy is in- 
dicated for patients who survive severe or 
recurrent myocardial infarction, or even for 
those who develop the anginal syndrome not 
responding to other treatment. Suzman® very 
clearly states the views of many on the subject 
as follows: Complete recovery after myo- 
cardial infarction confers some increase in 
mortality rate in the first 3 years, but very 
little after this. Those severely disabled fol- 
lowing an acute attack of myocardial in- 
farction continue with a high mortality rate 
at all times and should probably be continued 
on therapy. It would seem reasonable, there- 
fore, to discontinue patients who had _ re- 
mained asymptomatic for 3 years. We at the 
Mercy Hospital Clinic believe that in severe 
or recurrent cases the patients should remain 
on anticoagulant therapy indefinitely. In 
fact, for comparative and statistical purposes 
we encourage long-term therapy in all cases 
whether mild or severe. 


Long-Term Therapy in Angina Pectoris 


We have given long-term anticoagulant 
therapy to 23 anginal patients for periods 
ranging from 3 months to 10 years. None 
of these patients had myocardial infarction 
prior to or since therapy. All are alive today. 
Fifteen or 65% of the 23 patients are now 


TABLE 2 


LONG-TERM ANTICOAGULANT THERAPY 
AFTER MYOCARDIAL INFARCTION 


(Statistics taken from Suzman’s® Series) 
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TABLE 3 


TOTAL MORTALITY RATES AFTER 
MYOCARDIAL INFARCTION (Keyes*) 


Time Elapsed Group Control © A.C. % 

1 year Single 16.1 4.2 
Recurrent 8.0 

2 years Single 27.9 5.6 
Recurrent 39.6 8.0 

3 years Single 31.7 8.4 
Recurrent 52.1 10.0 

4 years Single 41.4 8.4 
Recurrent 62.5 12.0 


without anginal symptoms, and another 7 
or 30.4% are definitely improved in their 
angina. The available literature on the in- 
fluence of anticoagulants in angina pectoris 
is sparse. Owren,!? in 1954, reported on 128 
patients with angina pectoris. Ten of these 
experienced subsequent infarction and 8 died. 
Marked relief of angina was noted in a con- 
siderable proportion of the patients. 


Long-Term Therapy in Acute Coronary 
Insufficiency 


This group does not include any cases in 
which the patient developed coronary throm- 
bosis. This group is not large, but the fact 
that 48 out of the 55 are now asymptomatic, 
and there has been definite improvement of 
angina in 27.3% of cases in which treatment 
was used is certainly worthy of note. Though 
the results are encouraging, no definite con- 
clusions can be drawn from this study 
(Table 6). 


Long-Term Therapy in Premonitory Pain 


Friedberg states the obvious difficulty in 
evaluating impending infarction is that pain 
cannot accurately be labeled as premonitory 
until myocardial infarction has occurred. It 
is then too late to use anticoagulants to 


TABLE 4 


LONG-TERM THERAPY IN _ 1,091 PATIENTS 
WITH CORONARY ATHEROSCLEROSIS 


NichoP (3 to 100 mos.) 


Mortality Recurrence 
Long-term 7.3% 7- 8% 
Control 33% 24 - 27% 
Severe, long-term 9% 7% 
Severe control 46.7% 21% 
P.M.I.—S.*—long-term 14.3% 
P.M.I.—S.*—control 66% 


*P.M.I.—S.: Previous myocardial infarction—severe. 


No. Patients Deaths Mortality 

After one infarction: 

Treated 735 73 10% 

Abandoned therapy 205 18.5% 

Control 297 110 37.0% 
After multiple infarctions: 

Treated 260 52 20.0% 

Abandoned therapy 82 56.1% 

Control 110 42 38.1% 
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TABLE 5 


LONG-TERM ANTICOAGULANT THERAPY AFTER MYOCARDIAL INFARCTION 
(Mercy Hospital Clinic) 


No. Cases 


Long-term therapy 261 
Mortality 62 (26.4%) 
Recurrent attacks with recovery 10 ( 3.8%) 
Of those who died while on therapy the last recorded level 
unfortunately was below 20 seconds in 28 cases. 
Comparison of Mortality Rates—Estimated for Each Year After Myocardial Infarctiont 
Discontinued 
Therapy Control 
On Anticoagulants (“Pseudo-control’”’) (Literature) 
Time in No. of No. of Per Cent Per Cent Per Cent 
Years Cases Deaths Mort. Mort. Mort. 
1 & * 23 14 6.2 5.5 S. 16.1 
R. * 39 2 4.9 4.2 R. 31.2 
2 Ss. 204 8 3.8 12.3 Ss. 279 
R. 18 3 14.3 0 R. 39.6 
3 s. 173 5 2.8 7.3 S. 31.7 
R. 10 3 23.1 10.5 R. 52.1 
a Ss. 130 6 4.4 7.8 S. 41.4 
R. 7 2 22.2 6.7 R. 62.5 
5 s. 101 6 5.6 * 18.3 11.5 * $2.1 44.2 
R. 6 4 40.0 * 21.0 14.3 * 29.3 
Total for 
10 years 24.6 35.7 67.6 


+Totals for 5 years 
*S. —Single 
*R.—Recurrent 
Mortality rates in the long-term anticoagulant cases would 


seem appreciably better than in the “‘pseudo-control”’ cases, 
and certainly far superior to the completely untreated group. 


prevent the attack. As we well know many 
attacks of so-called premonitory pain are not 
followed by myocardial infarction. Friedberg 
further states that until stricter criteria are 
set up for defining premonitory pain, and 
until matching cases are used as controls, it 
will be impossible to arrive at a reasonable 
assessment of the possible value of anticoagu- 
lants during a period of so-called premonitory 
pain. 

Cosgriff!* states that some physicians be- 
lieve anticoagulants should be administered 


to individuals with “stepped up” angina. He 
gives reference to the following: Newman** 
studied 31 patients in the presumed pro- 
dromal stage of myocardial infarction, and 
concluded that anticoagulant therapy con- 
tributed to a significant improvement in the 
outlook as to the avoidance of the ultimate 
cardiac infarction. Smith'* also treated a 
small group of patients with presumed im- 
pending coronary thrombosis, and concluded 
that such preventive treatment had a proper 
place in the therapeutic armamentarium. 


TABLE 6 


LONG-TERM THERAPY FOR ACUTE CORONARY INSUFFICIENCY 
(Mercy Hospital Clinic) 


Anticoagulant Therapy Discontinued Control 
No. Cases Therapy from 
(3 mos. to 10 yrs.) No. Cases Literature* 

Total 55 29 147 
No angina at present 48 (87.3%) 23 (79.3%) 
Definite improvement in angina during therapy 15 (27.3%) 1 ( 3.4%) 
Died 4 ( 7.3%) 3 (10.3%) 19 (12.9%) 
Angina persistent or worse 3 ( 5.5%) 3 (10.3%) 
Recurrences 8 (14.5%) 2 ( 6.9%) 


*Masters" 6 months to 20 years follow-up of 147 cases, no anticoagulants given. 
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TABLE 7 


PATIENTS WITHOUT FRANK INFARCTION 
(Impending Infarction) 


No. Patients 


Treated group 96 
Abandoned group 


No. Deaths Mortality 
6 6.2% 


32 (Stopped treatment 


after 315 mos.; were 18.7% 
followed for 732 mos.) 


Control group 


10 (Observed 269 mos.) 4 40% 


Nichol’s’ study of such a group appears 
in table 7. 


Hemorrhage 


Hematuria, epistaxis, and ecchymoses are 
the commonest manifestations of hemorrhage 
with anticoagulant therapy, less often gingival 
bleeding, melena, superficial hematon.as and 
rarely at other sites. The incidence of hemor- 
rhage contributing to death with anticoagu- 
lant treatment was reported by the Ameri- 
can Heart Association Committee to be 1.7% 
in the early days of such therapy. In our 
series of 521 cases on long-term therapy 
there were no deaths, and 8 instances of 
severe hemorrhagic episodes over a 15 year 
period. In short-term therapy in 1,729 cases, 
using phenprocoumon* there were no deaths 
due to hemorrhage, and one moderate and 
three minor hemorrhages (all in postopera- 
tive patients on prophylactic therapy). To 
quote Friedberg, “Minor bleeding has be- 
come very uncommon in the treatment of 
an acute episode of myocardial infarction, 
and major hemorrhage is rare when the con- 
traindications to the use of anticoagulants 
have been observed and the drug adminis- 
tered by one experienced in its use, and with 
continuous, competent laboratory control.” 

We would like to mention here the im- 
portance of controlling the anticoagulants 
from a central laboratory, by physicians ex- 
perienced in their use when available. The 
delay in the report of the prothrombin time 
reaching the physician often makes excellent 
levels impossible. The use of anticoagulants 
is not difficult, but knowledge of the charac- 
teristics of the drug used, together with the 
knowledge gained by experience all tend to 
improve judgment in dosing. 

In a study by Lee and O’Neal,! the fact 
that there was no over-all increase in myo- 
cardial rupture in the anticoagulant era as 
compared with the preceding period sug- 


*Liquamar (Organon, Inc.). 


gested that the selection of patients receiving 
anticoagulant therapy may have accounted for 
the higher incidence of cardiac rupture. Myo- 
cardial rupture occurred five times as often 
with anticoagulant treatment as without it 
during the same period. In other words, 
the increased incidence of myocardial rupture 
in the groups treated with anticoagulants is 
explained by the fact that the more severe 
patients were placed on treatment. In this 
study hemopericardium without rupture was 
not significantly more frequent in the treated 
patients, and in no instance was the quantity 
of blood sufficient to have been fatal. 


In the past there has been considerable 
controversy over whether or not anticoagu- 
lants have caused coronary subintimal hemor- 
rhage. To quote Friedberg,* “Clinical and 
pathologic observations have provided no 
evidence that the anticoagulants induce coro- 
nary subintimal hemorrhages.” 


Vitamin K, has been the greatest boom 
to safety in anticoagulant therapy in recent 
years. In the event of urgency 50 mg. of the 
emulsion of K,; may be given slowly in- 
travenously with rapid lowering of the pro- 
thrombin time toward normal in 4 to 8 hours. 
In a prophylactic sense during treatment 
even with amounts orally as small as 1.25 
mg. (one fourth of a 5 mg. tablet), the 
prothrombin time can be lowered with con- 
sistency from a possible 45 down to 35 seconds 
in a very few hours (Fig. 1). 

Recently several reports have appeared in 
the literature confirming our experience that 
internal hemorrhage (hematemesis, melena, 
and hematuria) in patients on anticoagulants 
has on occasion revealed occult visceral 
malignancy.1¢ 


Evaluation of Anticoagulant Drugs 
The use of heparin in the acute stage of 
anticoagulant treatment has been a subject 
of discussion. We agree fully with the state- 
ment of Wright:17 “If a person develops an 
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FIG. 1 
CORONARY THROMBOSIS 
60 (IMustrating—initial hyper-response corrected with minimal dosage of vitamin K, without overcorrection) 
A Case of H. O. 
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Days in Hospital 


acute thrombo-embolic episode of whatever 
nature, and you wish to obtain the maximum 
effectiveness in the shortest period of time, 
heparin should be used to initiate therapy.” 
It is well established that heparin offers 
greater protection without delay than do the 
oral anticoagulants. In favor of the early 
use of heparin in acute myocardial infarction 
is the fact that one third of the deaths in 
Wright’s committee report occurred in the 
first 3 days, before the oral anticoagulants 
could become fully effective. To summarize, 
many believe that if a case is severe or has 
occurred several days prior to anticoagulant 
therapy, heparin should be used to initiate 


therapy merging later into anticoagulation 
by the oral route. 

Heparin may be given intravenously as 
the aqueous solution every 4 hours. The 
longer acting repository types may be given 
intramuscularly. Recently the use of con- 
centrated aqueous heparin subcutaneously 
has given very good results. 


We have used phenprocoumon almost ex- 
clusively in our Clinic for the last 5 years 
(Table 8). Phenprocoumon is a coumarin 
type drug which has been on the market 
since January 1958. We have treated 6,000 
patients with phenprocoumon in the period 
from June 1955 to October 1958. Greater 


TABLE 8 
COMPARISON OF DICUMAROL AND PHENPROCOUMON IN OUTPATIENTS 


Adequate (20-35 sec.) 
Fluctuating (50% of the time—20-35 sec.) 
Resistant (Unable to maintain 20-35 sec. range) 


Total 


Dicumarol Phenprocoumon 
50 (47.6%) 52 (72.2%) 
42 (40.0%) 18 (25.0%) 
13 (12.4%) 2 ( 2.8%) 


105 72 
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TABLE 9 
LOADING DOSAGE OF PHENPROCOUMON 


Loading Dose 


Acute myocardial infarction 30 mg. 
Acute phlebitis 30 mg. 
Postoperative prophylaxis 24 mg. 
Postoperative prophylaxis (bowel, stomach or 

gallbladder surgery) 3 mg. 
Postpartum 24 mg. 
Long-term (outpatient) 18 mg.* 


*In case of an acute thrombo-embolic episode 24 to 30 mg. is 
often given. 


predictability of response with stability of 
the prothrombin curve has influenced us to 
use phenprocoumon in preference to the 
other drugs. 


Methods 


In our laboratory we use the one stage 
method of Quick for the determination of 
prothrombin time. In hospital patients with 
acute thrombo-embolic disease, the pro- 
thrombin time is maintained at 25 to 35 
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seconds (control 15 seconds), in long-term 
outpatients 20 to 35 seconds (control 15 
seconds) is maintained as far as possible. This 
level from past experience has proved to be 
the most effective. In evaluation of 530 
patients on long-term therapy for coronary 
closure, during follow-up of 3 months to 12 
years, 62 patients died of thrombo-embolic 
complications. Of these 62, 28 were found 
to be maintained below 20 seconds (control 
15 seconds) at the time of their last pro- 
thrombin determination prior to death. 
The peak of action will be the third and 
fourth days after the loading dose (Table 
9 and Fig. 2). Often no medication is given 
the second day. In acute myocardial infarc- 
“tion it is usually well to give 6 mg. on the 
second day. Having the peak of action in 
mind, the patients receive a conservative 
dose on the third day unless they are resistant. 
Many patients with coronary thrombosis are 
initially resistant to therapy; this resistance 
is usually evident by 36 hours and dosage 


FIG. 2 


118 ACUTE MYOCARDIAL INFARCTION Patients 
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is adjusted accordingly. Thus, if on the third 
day alter the loading dose, the prothrombin 
level does not suggest resistance but is ap- 
proaching the desired levels, a daily dosage 
of 3 mg. may well be instituted. However, a 
patient showing resistance on the third day 
should be given 9, 12, or 15 mg. at this point. 
When the desired level is reached, the main- 
tenance dose, depending upon patient’s re- 
sponse, will be between 3 mg. every other 
day to 6 mg. daily. Further than this no 
didactic rule can be given and especially for 
patients with coronary closure; in the early 
stages of their disease a daily prothrombin 
time must guide the dose. A more detailed 
discussion of dosing methods with phen- 
procoumon has been published.18 


Summary 


We have reviewed the literature concern- 
ing anticoagulant treatment in acute myo- 
cardial infarction and long-term anticoagu- 
lant therapy after an acute infarction. 

In acute myocardial infarction the con- 
sensus is that all cases should receive anti- 
coagulant therapy. Carefully compiled studies 
by many independent investigators give sta- 
tistics which warrant an expected improve- 
ment in the mortality rate of from 35 to 50% 
with such therapy. 

In long-term therapy after a single myo- 
cardial infarction our results show the mor- 
tality rate to be less than one half that of the 
controls 5 years after the attack (44.2% mor- 
tality in the control and 18.3% in the treated). 
These findings generally agree with those in 
the literature. It is to be noted that, espe- 
cially in the group with recurrent attacks, 
which in the control series has an increased 
mortality rate, the use of anticoagulant 
therapy would seem to be even more bene- 
ficial. 


Results of long-term anticoagulant therapy 
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in angina pectoris, coronary insufficiency, and 
impending myocardial infarction are given. 

Phenprocoumon has been the anticoagu- 
lant drug of our choice over the past five year 
period. Stability of the curve and predicta- 
bility of response lead us to prefer this drug 
over all other currently available. 
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‘Treatment of Hemorrhoidal 


‘Thrombosis* 


W. CLOUGH WALLACE, M.D., Greenville, S. C. 


The author considers thrombosis of hemorrhoids and presents 
his view of the management indicated in each type. 


WHEN ONE CONSIDERS THE TREATMENT Of hem- 
orrhoidal thrombosis by the intern, the per- 
sonal physician and the surgeon over the 
years, it is obvious that no unanimity of un- 
derstanding of this frequent and disabling 
condition has developed, and that training 
in its treatment is just as disorganized and 
sketchy as ever. 

This paper is written with the purpose of 
bringing this subject to the attention of the 
profession and of outlining my present ideas 
of a practical approach. 

Hard stools, unusual strains, sitting on hard 
surfaces, diarrhea, parturition or changes in 
the weather may indeed be precipitating fac- 
tors in hemorrhoidal thrombosis; but my ex- 
perience has convinced me that for thrombosis 
to develop there must be pre-existing hemor- 
rhoidal disease or pre-existing anusitis, as 
shown by thickened anal valves and hyper- 
trophic papillae with degeneration of the elas- 
tic and supporting tissues. Pathologists do not 
all agree that these changes are present, but 
the physical findings certainly are present and 
help to explain why some patients develop 
thromboses and some do not in the face of 
almost universal hemorrhoidal dilatation in 
adult life. Although hemorrhagic diseases and 
anticoagulant therapy may be responsible for 
the condition, my first premise is the basis for 
the opinions expressed hereafter. 

‘Thromboses may be classified as external, 
internal and combined. The term thrombosis 
hereafter refers to hemorrhoidal thrombosis. 


External Thrombosis 


External thromboses usually involve a single 
area. Those up to about one centimeter in 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., Oct. 
31-Nov. 3, 1960. 
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diameter may be classified as simple and more 
extensive ones as severe. 

The ideal treatment of any thrombosis is to 
relieve the patient of his discomfort and to get 
him back to work as soon as possible without 
fear of recurrence. This would indicate the 
removal of all abnormalities found, but at 
times one must compromise ideals for ex- 
pediency. 

Proverbial treatment for simple external 
thrombosis has been the removal of the clot 
by radial or elliptic incision under local anes- 
thesia. This is indeed a simple operation, but 
it is often followed by considerable discomfort 
and disability lasting for days. I shall never 
forget the neurotic woman who on three suc- 
cessive days, after such a procedure, rushed 
into my waiting room screaming in agonizing 
tones, “What have you done to me?” This was 
very disconcerting to those waiting and very 
embarrassing to me when another surgeon 
hospitalized her and performed the hemor- 
rhoidectomy that was indicated in the begin- 
ning. Another disadvantage of this form of 
attack is that, despite the explanation that 
only a palliative procedure has been done, the 
patient often misinterprets it as a hemor- 
rhoidectomy, and when further trouble de- 
velops seeks another surgeon to do correctly 
what he believes was mishandled by the first 
one. 

These observations led me to seek some 
means of avoiding palliative surgery for sim- 
ple external thromboses. The parenteral anti- 
inflammatory agents were slowly effective, ex- 
pensive and required repeated injections. Oral 
treatment was ineffective. In August 1958 I 
first heard of the effective use of phenylbuta- 
zone in thrombophlebitis and hemorrhoidal 
thrombosis. In early 1959 I began to experi- 
ment with the drug with most gratifying re- 
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sults. With an initial dose of 200 mg. followed 
by 100 mg. every 4 hours for 24 hours, then 
100 mg. 4 times a day for 3 or 4 days no pa- 
tient has failed to gain relief after the second 
dose. Sitz baths and compresses have been 
unnecessary and no time has been lost from 
work. The thromboses have been resolved 
with little or no residual evidence. It has 
been necessary to use the drug for only 4 or 
5 days until definite resolution is evident. 

Local excision for severe external throm- 
bosis cannot be condoned, except under very 
unusual circumstances: it is not curative, it 
is very disabling, and it does not prevent re- 
currence. Since it is my experience that signifi- 
cant anorectal disease is always present, I be- 
lieve that adequate treatment demands intra- 
anal as well as extra-anal surgery. It is easy to 
persuade a patient to permit definitive sur- 
gery when he is crying for relief of his pain. 
The procedure does not significantly prolong 
morbidity and should result in cure with no 
recurrence. Once the operation has been 
scheduled, phenylbutazone as outlined will 
relieve discomfort and give some shrinkage 
before operation. In 2 cases of coloproctitis 
and twice when circumstances precluded op- 
eration, phenylbutazone was used as the only 
treatment of severe external thrombosis with 
good relief, but poor cosmetic results. 


Internal Thrombosis 


Pure internal thrombosis occurs infre- 
quently, and patients formerly derived little 
comfort from the usual palliative procedures. 
However, in my one patient treated with 
phenylbutazone, relief was as prompt as in 
external thrombosis. Definitive therapy should 
consist of combined hemorrhoidectomy as 
soon as practicable because of the difficulty of 
positive diagnosis and the likelihood of abscess 
formation. One patient with a rectal hema- 
toma as a complication following injection of 
a sclerosing agent also responded to phenyl- 
butazone therapy. 


Combined Thrombosis 


Combined thrombosis may be unilateral, 
but usually is bilateral and is associated with 
prolapse and so-called strangulation in which 
necrosis and ulceration may occur. There is 
still a widespread impression that combined 
thrombosis should be treated palliatively at 
bed rest for 5 to 7 days to allow subsidence 
prior to operation. 
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For the past 14 years I have submitted these 
patients to operation as soon as possible, with- 
out any serious complications. Neumeister? 
has expressed my ideas succinctly when he 
says regarding the reluctant approach, “. . . 
hospitalization oiten is at least doubled over 
the treatment of uncomplicated hemorrhoids 
and total disability is prolonged needlessly.” 

The preoperative use of phenylbutazone 
has made my patients comfortable until op- 
eration; the use of cold wet compresses in 
very early thrombosis and hot wet compresses 
after 48 hours has protected the surface and 
perhaps aided in partial subsidence. 

As the exception to the rule, I have used 
phenylbutazone as the only treatment in three 
postpartum thromboses and in one cardiac 
patient with massive complete prolapse, 
thrombosis and ulceration, who was first seen 
while suspended in ropes and weights of an 
orthopedist’s jungle following an automobile 
accident. Each of these went on to resolution 
and a passable cosmetic result. 

A cardinal principle of surgery in throm- 
bosis is the removal of all thrombi. Where 
the pedicles are well defined and the external 
swellings lobulated I do a segmental hemor- 
rhoidectomy, taking care to remove all clots 
by undermining the external skin-bridges and 
the anoderm islands, if indicated. 

There are times when agglomeration is so 
massive that an amputative procedure seems 
preferable to segmental surgery. Usually this 
massive process involves only one half the cir- 
cumference, and I prefer to use amputation 
on the worst side, doing a segmental resection 
on the other. The technic and term “modified 
Buie” amputation was acquired from Glenn 
G. Perry? of High Point, N. C., but is far 
from the original Buie operation. As with any 
amputative procedure there is some tendency 
toward development of a linear scar and mild 
stenosis, usually softening and disappearing 
over a period of a few months. I frown on 
dilatations, so should stenosis persist the scar 
is incised at 1 to 3 places without anesthesia, 
as an office procedure, the patient returns to 
his work, and resolution occurs. I have had 
no ectropion or other disfiguring results in 
the 5 years I have used the procedure. 

With the patient in the jackknife position, 
the skin of the anterior quadrant distal to the 
thrombosis is grasped with a toothed forceps 
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and excised with scissors. A narrow wound is 
then carried into the anterior quadrant of the 
anal canal. Next, an incision is made with a 
knife just below the dentate line, running 
parallel with the dentate to the posterior ex- 
tent of involved tissue. By blunt and sharp 
dissection the internal hemorrhoidal tissue 
and mucosa are now undermined sufficiently 
high to bring normal mucosa to the dentate 
line without tension. There is little or no 
bleeding during this step. The involved mass 
is then excised in an arc with the zenith 
cephalad, beginning and ending at the ano- 
rectal line anteriorly and posteriorly. The 
free border of healthy mucosa is brought 
down with Allis forceps to the free border of 
the internal sphincter muscle (often errone- 
ously called the external sphincter) and at- 
tached to the muscle at one angle of the dis- 
section by the anchoring stitch of a continu- 
ous plain double-0 catgut suture. Any bleed- 
ing during this step may be controlled by liga- 
tion or by the suture which continues with a 
one-half inch in-and-out stitch through the 
mucosa, parallel to and one-eighth inch from 
the free border. The needle is then carried 
through the mucosa just cephalad to the first 
stitch, passed through the free border of the 
muscle one-fourth inch from the anchor site 
and locked. This maneuver is repeated until 
the mucosa is completely attached. It results 
in a smooth pleating and attachment of a 
large scope of mucosa to the shorter line of 
the muscle. 


The flap of anoderm and skin is next un- 
dermined and all external varices and throm- 
bi removed. Very little bleeding is encountered 
and little trimming is necessary in replacing 
the flap. No suturing is required, and the 
large primary external wound allows for both 
play and external drainage. The replaced flap 
tends to hold its position well and will be 
adherent after 4 hours of external pressure 
dressing. 

Postoperative care may be whatever the 
surgeon prefers. 

There have been no postoperative hemor- 
rhages with this procedure from either the 
mucosa or the external flap; the patients have 
been as comfortable as those with segmental 
type operations, and time lost from work has 
not been prolonged. My experience with su- 
turing of skin to mucosa has not been very 
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happy, so it is avoided except occasionally 
where a sliding skin-graft seems imperative. 

In regard to phenylbutazone, which I have 
used as the only treatment in 16 patients and 
for relief prior to operation in 24, I am un- 
able to explain its mode of action, but Stein’ 
has demonstrated microscopically resorption 
of perivascular exudate and subsidence of 
leukocytic reaction in 12 to 14 hours. Braden 
and associates* quote Byron and Currie, who 
state that Domenjoz and Wilhelmi found the 
drug had analgesic effects approximately 
equivalent to acetophenetidin, antipyretic ef- 
fects approximately equaling antipyrine, and 
anti-inflammatory effects greater than corti- 
sone or corticotropin. Braden and collabora- 
tors* also report a plasma plateau reached by 
oral medication in 2 hours and falling 15% 
a day on cessation of the drug. In the long- 
term therapy of rheumatic diseases, reactions 
such as gastritis, gastric ulcer or hemorrhage, 
edema, and skin rash have been reported in 
10 to 30% of cases, but in therapy of less 
than 8 days few unfavorable side actions have 
occurred. 


I have used the drug in a larger initial 
dosage than that recommended by the au- 
thors I have read, and in smaller maintenance 
dosage, but my results seem equally good and 
have pleased me in all respects. 


Summary 


An attempt has been made to present an 
organized view of my present conception of 
the proper methods of treating thrombosed 
hemorrhoids by the use of phenylbutazone 
and surgery, and to stimulate the profession 
to realize that the condition should receive 
more attention than it does. 


ADDENDUM: Since presenting this paper, 
I have been using a modified form of phenyl- 
butazone experimentally and find it to be 
equally as effective. This is 1-phenyl-2p-hy- 
droxyphenyl-3, 5-dioxo-4-n-butyl pyrazolidine 
monohydrate, to be marketed under the trade 
name of Tandearil in 100 mg. tablets. The 
manufacturer claims that less side reactions 
with the new product have been shown in 
animal experiments and clinical trials. The 
dosage and precautions remain the same. 
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Discussion (Abstract) 


Dr. Charles A. Neumeister, Minneapolis, Minn. 1 
should like to thank Dr. Wallace for the privilege of 
discussing his excellent and thought-provoking paper. 
In our experience with hemorrhoidal thrombosis, the 
degree of pre-existing hemorrhoidal or other anal 
disease has certainly been minimal in the vast ma- 
jority of cases of simple external thrombosis. Where 
complete “combined” thrombosis has occurred I would 
agree with Dr. Wallace as to the pre-existing hemor- 
thoidal disease. I do believe, however, that etiologic 
factors he has mentioned are important in patients 
who develop simple thrombosis without other hemor- 
thoidal disease. 

Evacuation or elliptical excision of the simple ex- 
ternal thrombosis has in my opinion been done far 
too frequently. Scenes as Dr. Wallace described oc- 
curring in his waiting room are distasteful and avoid- 
able. Except for an occasional small skin tag there is 
rarely any residual from a simple thrombosis which is 
treated by methods other than excision. Unless we 
can either shorten the patients’ period of discomfort 
or make them more comfortable immediately by ex- 
cision, conservative management is by all odds the 
treatment of choice for the simple thrombosis. I would 
emphasize conservative management of the simple 
thrombosis even more in the patient who needs hemor- 
thoidectomy, and who for one reason or another does 
not wish to have it done at the time the thrombosis 
develops. This will avoid the misunderstanding that 
a hemorrhoidectomy was done. 


My own experience with phenylbutazone has been 
quite satisfactory. I have used it selectively and am 
quite sure that it has a place in the treatment of this 
entity. While our patients have not responded quite 
as dramatically as Dr. Wallace’s, it may be due to the 
fact that the dosage I have used is less and I intend to 
increase it in the future in the hope that the re- 
sponse will be better. 


Our approach to the treatment of the completely 
thrombosed or strangulated hemorrhoid has for years 
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been one of early operation and we intend to continue 
this for reasons I have previously expressed and have 
been already quoted by Dr. Wallace. We use the 
technic which Dr. Fansler originally described with 
minor modifications. I should like to ask Dr. Wallace 
what unhappy experiences he has had with approxi- 
mation of skin and mucosa by suture. We certainly 
do not have problems which can be attributed to 
this maneuver. Our greatest problem comes from the 
disruption of the suture line and the flap separating. 


I should like to again thank Dr. Wallace and the 
Southern Medical Association for the opportunity to 
discuss this interesting paper. 

Dr. Wallace (Closing). I appreciate Dr. Neumeis- 
ter’s kindness in opening the discussion of my paper 
and the fact that in general he seems to agree with 
me on the broad precepts of handling these lesions. 

I was in hopes he would present his group’s am- 
putative operation when I asked him to discuss hemor- 
thoidal thrombosis and believe that you have appre- 
ciated his doing so. 

Although his results with the usage of smaller doses 
of phenylbutazone than I have recommended are not 
as striking as mine, I believe he will get equally good 
results if he fulfills his promise to try the larger 
dosage. 

In reply to his question of my problems with su- 
turing skin to mucosa,—my experience has been that 
the mucosa holds well but the skin does not. I get 
frequent separation of the suture line with low-grade 
infection, granulation tissue, and a broader scar with 
more thickening of the area. Even with sliding skin 
grafts I “keep my fingers crossed” because primary 
union is a “fifty-fifty” proposition. The skin sutures 
cut out probably because undermining of the flaps 
interferes considerably with blood supply to the flaps 
whereas that of the mucosa is little affected. 

My blackboard sketches of the amputative procedure 
recommended may help to clarify the description in 
the text, but I believe that careful reading of the text 
will make the procedure clear. 


In reply to the question from the floor as to how 
phenylbutazone is administered:—it is given orally 
using 100 mg. tablets. In those with gastric disturb- 
ances the “alka” form may be used. 

Once again, my thanks to Dr. Neumeister for his 
participation. 
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Anorectal Surgery in the 


Elderly Patient 


FRED B. HODGES, JR., M.D., Atlanta, Ga. 


In all fields of surgery chronologic age per se is no longer the prime consideration in the denial of 
surgical treatment to the older patient. Rather it is the presence or absence or extent of 
systemic disorders which set the limits to the operative procedures. 


DURING THE PAST THREE DECADES there has been 
a very noticeable increase in the number of 
elderly individuals presenting themselves to 
physicians for some type of medical advice and 
treatment. Since the word Geriatrics! was first 
coined in the early part of this century, there 
has been controversy concerning the precise 
age boundaries which this term demarcates. 
In the majority of medical articles, the mini- 
mum chronologic age, when referring to el- 
derly individuals, has been 65 years of age. 
There are now over 16 million people in this 
country 65 years of age or older. Those of us 
doing proctologic surgery are seeing our pro- 
portionate share of these individuals, and as 
time goes on will be called upon with an 
ever-increasing frequency to treat patients who 
have reached the age which places them in the 
so-called old age group. 

There has been a decided change of atti- 
tude toward surgery in elderly patients in the 
past few years. Not only are the patient’s atti- 
tudes changing, but also those of the families 
of the elderly patient and of their physicians. 
With the surgical safeguards we have at the 
present time, the morbidity and mortality rate 
in elderly patients requiring surgical opera- 
tions, and especially those involving the rec- 
tum and anus, is about the same as in the 
younger groups. With more operations being 
done on elderly people, there is an increasing 
realization that age itself is not a contraindi- 
cation to surgical procedures. 

The diseases of the anus and rectum in 
geriatric patients and which require surgical 
operations differ little from those found in 
younger persons, but seldom do we see pa- 
tients in the elderly group with only anorectal 


*Chairman’s Address, read before the Section on Proctology, 
Medical Association, Annual Meeting, 
- Louis, Mo., Oct. 31-Nov. 3, 1 
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complaints. Most of them, in addition to their 
proctologic disorder, have some complaint or 
disease characteristic of advancing years. De- 
generative diseases of the cardiovascular, pul- 
monary, renal, upper gastrointestinal and 
nervous systems are often present in these pa- 
tients, as well as diabetes, arthritis, malnutri- 
tion and obesity. It is these associated disor- 
ders which increase the surgical hazards and 
lower the margin of safety in elderly patients 
who must undergo some type of operation. 
The decision to operate or not to operate may 
have to be based entirely on the condition of 
one or more of the vital organs when there is 
some known organic disease. The benefits to 
be derived, the patient’s longevity and his 
future comfort must be weighed against the 
hazards of an anesthetic and surgical opera- 
tion. 

Operations involving the anus and rectum 
are usually of short duration but they should 
never be considered minor procedures, especi- 
ally in geriatric patients. Fortunately, the vast 
majority of these patients do not require 
emergency operations so there is usually ade- 
quate time for a thorough preoperative study 
and evaluation of the patient’s ability to with- 
stand the stress that an anesthetic and opera- 
tion may impose on some of the vital organs, 
some of which may already be overburdened. 

In discussing the general principles of pre- 
operative evaluation and preparation in the 
proctologic patient, it is well to consider some 
of the questions that almost inevitably arise 
when a decision is made to operate. 

In addition to the history of the anorectal 
complaints and a thorough rectal examina- 
tion, including a sigmoidoscopic examination, 
and a barium enema when indicated, a de- 
tailed history of the various systems should be 
obtained. Questions should be directed so as 
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to reveal information regarding the heart, 
blood vessels, lungs, kidneys, nervous system 
and disorders of the upper gastrointestinal 
tract, as well as any previous illness or opera- 
tion. Quite often patients are seen who attach 
little or no significance to mild substernal 
pain, thinking it is due to indigestion, or to 
pains in the shoulder and arms due to angina 
and which they may consider some form of 
arthritis or rheumatism. An occasional patient 
will state that he did not know he had hemor- 
rhoids until they protruded when straining to 
void, because of an almost complete obstruc- 
tion of the bladder neck due to prostatic hy- 
pertrophy. Not only should the various sys- 
tems be reviewed, but daily habits should be 
made known to the surgeon. Eating habits, 
food intolerances, the use of tobacco, alcohol, 
and various allergies the patient may have, 
should be included in the history. Drugs, such 
as digitalis, vasodilators, anticoagulants, in- 
sulin, and steroids are often necessary for these 
patients to carry on their daily activities, and 
the operating surgeon should be aware of the 
patient’s need of their continued use. 

The patients need a very thorough preop- 
erative examination and all factors which may 
affect the operative risk must be considered. 
Many will require no special preoperative 
treatment. Individuals whose history or phy- 
sical examination reveal nothing grossly ab- 
normal, in whom the nutrition is good and 
fluid intake adequate, and with normal rou- 
tine blood and urine studies, should be able 
to withstand ordinary anorectal operations 
with little likelihood of postoperative compli- 
cations. Unfortunately a large percentage of 
these geriatric patients are not good surgical 
risks, and factors which may alter the decision 
to operate should be given careful attention. 


Nutrition and Anemia 


The nutritional status is one of the most 
important preoperative considerations. Mal- 
nutrition and anemia, along with a lowered 
blood volume, are present in the vast majority 
of elderly individuals who are in need of some 
type of anorectal operation. The nutritional 
state can probably best be determined from 
the dietary history and the preoperative exam- 
ination. Many deficiencies are due to peculiar 
or faulty eating habits, and the diets may not 
contain the necessary vitamins, minerals and 
proteins. There may be a decreased food in- 
take due to lessened energy requirements and 
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lowered metabolic rates. Regardless of the 
cause, any deficiency which may be present 
should be corrected prior to the operation if 
possible. Ascorbic acid, which aids in wound 
healing, along with the various components of 
the vitamin B complex and vitamin K, should 
be given in sufficient doses to overcome any 
known deficit. 

Along with malnutrition, anemia and a low 
blood volume may be present even though 
there is a normal, or near normal routine 
blood count and hemoglobin estimation. It is 
far better to make an accurate determination 
of the true blood picture before the time of 
operation than to wait and start any needed 
replacement at the time of, or following opera- 
tion. Except in emergencies, there is usually 
time to provide adequately fluid intake and 
correct blood deficiencies. In the individuals 
who require replacement therapy by means of 
whole blood transfusions or packed red cells, 
one should be aware of the possibilities of 
overloading the circulatory and pulmonary 
systems by too rapidly correcting dehydration, 
blood volume and anemia. The time spent in 
correcting these deficiencies before operation 
will certainly more than justify any delay in 
terms of fewer postoperative complications 
and a shorter period of convalescence. 


Heart 


A carefully taken history will usually reveal 
the presence of any cardiac disease. The pa- 
tient’s tolerance for exercise may be the most 
valuable clue in detecting some unknown 
cardiac disturbance. Those with a history of 
angina, hypertension or myocardial infarction, 
should have an electrocardiogram and their 
condition evaluated by an internist. Except in 
emergencies, those with a history of recent 
myocardial infarction should have their opera- 
tion postponed for at least three months, and 
preferably six months. In instances of cardiac 
decompensation and heart block, these condi- 
tions can be improved and should reach a 
state of maximum improvement before an 
elective operation is performed. 


Respiratory System 
Various forms of pulmonary disease are fre- 
quently found in elderly individuals. Though 
in the majority of patients pulmonary diseases 
do not contraindicate surgical operations, they 
should have the benefit of preoperative con- 
sultation and evaluation by a competent in- 
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ternist. The so frequently seen diminished 
vital capacity, which accompanies the degene- 
rative changes of old age, imposes an added 
burden on patients undergoing operation, and 
the preoperative recognition and treatment of 
such diseases as emphysema, asthma, chronic 
bronchitis or tuberculosis by an_ internist 
should be before an operation and not in the 
postoperative period after complications have 
developed. The anesthesiologist should be 
made aware of any such disorder prior to the 
time of operation and his advice regarding 
the type of anesthesia to be considered most 
seriously. A preoperative consultation with 
both the internist and the anesthesiologist will 
be of the utmost benefit to the patient in 
selecting the type of anesthesia which will 
place the least strain on the physical reserves 
of the patient. 


Genitourinary System 

Infection of the urinary tract and the pres- 
ence of obstruction of the vesical neck 
due to an enlarged prostate, are the most 
important sources of trouble in the elderly 
patient. The history and routine urinalysis 
will reveal any previous urinary disorder, and 
elective operations should be postponed until 
the infection has been controlled, and obstruc- 
tion relieved. The mere presence of benign 
prostatic hypertrophy does not in itself con- 
traindicate rectal surgery, but one must be 
ready to cope with any complication that may 
develop. At the time of operation an indwell- 
ing catheter may be inserted and left for three 
to four days, or until recovery from the anes- 
thetic and operation has progressed in a nor- 
mal manner. Elective anorectal operations 
may be definitely contraindicated in patients 
who have definite signs of a diminished renal 
reserve. The burdens imposed by the anes- 
thetic and operation in those with serious 
organic renal disease may not be worth the 
risk in terms of increased longevity and com- 
fort. Those with severely painful anorectal 
conditions which must be relieved may be 
considered with a different attitude and in 
some instances treated in the same manner as 
emergencies. 

Diabetes Mellitus 


The mere presence of diabetes is not a con- 
traindication to any needed surgical opera- 
tion. The morbidity rate in those with con- 
trolled diabetes is no greater than in those 
who do not have the disease. The preoperative 
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evaluation and the entire preoperative and 
postoperative management is best handled by 
the internist. It should be remembered that 
the elderly patient, especially one with both 
diabetes and arteriosclerosis, is more suscepti- 
ble to phlebothrombosis. This is also true for 
the obese and those with a previous history of 
venous thrombosis. 

Emergency operations may occasionally be 
necessary and the presence of diabetes may be 
unknown to the patient until a routine urin- 
alysis reveals the disease. Except in the most 
urgent cases, anorectal operations can be post- 
poned until some effort has been made to 


control the electrolyte imbalance or acidosis. ' 


Psychologic Considerations 


There is probably no other group of pa- 
tients who are more appreciative of the gen- 
uine interest and concern on the part of the 
surgeon. A little more time may be required 
by the surgeon to explain in detail the opera- 
tion, the period of hospitalization, the various 
preoperative and postoperative procedures 
necessary in the management of the particular 
disorder. The surgeon, internist, and anesthe- 
siologist should at all times maintain an atti- 
tude of cheerfulness, understanding, and will- 
ingness to devote a little additional time listen- 
ing to complaints. Frankness on the part of 
the surgeon in explaining the details of what 
will be necessary to eradicate the disease pro- 
cess will be of a distinct aid in gaining the 
patient’s confidence. 


Anesthesia and Operation 


The choice of preoperative medication and 
anesthesia should be based entirely upon the 
physical condition of the patient rather than 
on the age. There is usually a diminished tol- 
erance to narcotics and barbiturates in elderly 
patients because of a decreased metabolic rate, 
and so a proportionately smaller dose of these 
drugs is adequate in elderly persons as com- 
pared to young and middle age groups, both 
for preoperative and postoperative sedation 
and relief of pain.? Ordinarily pentobarbital 
sodium (Nembutal) 0.045 Gm. given at bed- 
time helps the patient relax and produces a 
restful sleep. The next day this is repeated one 
and a half hours before operation. Meperidine 
(Demerol) 50 mg., and atropine 0.4 mg., is 
given one hour prior to operation. The selec- 
tion of the anesthetic agent itself is generally 
left to the anesthesiologist. Unless there is 


VoL 
som 
tic, 
in 
ten: 
spil 
ons: 
Is V 
tiol 
cur 
rap 
4 hea 
a afte 
|; 
ney 
= 
of 
anc 
sub 
the 
the 
ove 
spi 
sur 
sen 
be 
] 
| the 
= tak 
an 
| kn 
vel 
co 
sal 
ta! 
Ww 
di 
of 
ti 


VOLUME 54 


some contraindication, a low spinal anesthe- 
tic, using 5 to 8 mg. tetracaine (Pontocaine) 
in dextrose, is usually well tolerated. Hypo- 
tension, which may occur at all ages during 
spinal anesthesia, is usually more abrupt in 
onset, More severe, and more difficult to con- 
trol in the aged, and a skilled anesthesiologist 
is very valuable in preventing this complica- 
tion and also in combating it, once it has oc- 
curred. On the other hand, an occasional, very 
rapidly developing hypertension and severe 
headache may develop within a few minutes 
after the administration of the anesthetic 
agent. This is usually attributed to the epi- 
nephrine given with procaine (Novocain) in 
making a skin wheal before the introduction 
of the spinal needle. Both the hypertension 
and the headache can be controlled by the 
sublingual administration of 0.6 mg. of nitro- 
glycerin or the inhalation of amyl nitrate. In 
the patients whose physical condition prevents 
the use of a low spinal or general anesthetic, 
local infiltration is usually well tolerated. In 
over 175 elderly patients who have received 
spinal anesthetics for some type of anorectal 
surgery, there has been a very noticeable ab- 
sence of postoperative headache which could 
be attributed to the anesthetic. 

Following the administration of the anes- 
thetic, the patient should be positioned on the 
table in a position satisfactory to both the 
anesthesiologist and the surgeon. The jack- 
knife, or the Sim’s position is usually con- 
venient for all concerned. Care should be used 
to prevent any portion of the body from being 
placed in positions where constant pressure 
might produce nerve, skin, or vascular dis- 
orders, and which might thereby prolong their 
convalesence. 

Once the patient has been positioned and a 
satisfactory degree of anesthesia has been ob- 
tained, the operation should be carried out 
with all deliberate speed consistent with good 
surgical principles. 


Postoperative Care 

Once the operation has been completed the 
patient should be moved to the room or re- 
covery room, preferably on the operating table 
without changing position. The surgeon is 
directly responsible for the postoperative care 
of these patients, and it is his duty to see that 
those in charge of the immediate postoperative 
care are familiar with early signs of postopera- 
tive complications. Frequent determinations 
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of pulse rate and blood pressure are import- 
ant, particularly if a spinal or general anes- 
thetic has been given. Turning the patient 
from side to side, encouraging deep breathing 
and coughing at intervals, may prevent atelec- 
tasis or other pulmonary complications. The 
use of sedatives, narcotics and tranquilizers 
should be given according to the individual 
patient’s requirements. When necessary, an in- 
dwelling catheter may be left in place for four 
or five days without harm. The administra- 
tion of laxatives should be based upon each 
individual patient’s requirements. One of the 
most frequent complications following anorec- 
tal operations in geriatric patients is fecal im- 
paction, and those given the so-called bulk- 
producing laxatives are more likely to develop 
this uncomfortable condition. A well bal- 
anced, appetizing diet should be given as soon 
as the patient is able to eat. Early ambulation 
is to be encouraged unless there is some 
reason, such as a recent coronary occlusion, to 
allow the patient to stay in bed. A very oc- 
casional patient, with some vascular disorder 
requiring daily doses of anticoagulants, may 
need some type antibiotic to control postoper- 
ative infection. In such an individual the 
regulation of the prothrombin time may be 
more difficult than in those not receiving 
antibiotics. 

Good nursing care is essential in elderly in- 
dividuals following operation, and attention 
to the most minute details may prevent com- 
plications. 

Summary 


Individuals, who have reached the chrono- 
logic age that places them in the elderly 
group, should not be denied the benefits of 
modern surgery simply because of their age. 

Associative degenerative disorders may in- 
crease the risks, and it is imperative that a 
detailed preoperative evaluation be made on 
each individual who is in need of some type 
of proctologic surgery. 

Careful evaluation and correction of the 
nonsurgical disorders prior to the operation, 
and proper postoperative management to pre- 
vent complications, will be of the utmost bene- 
fit in restoring these individuals to their nor- 
mal physiologic status. 
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In 1772, Scarpa! wrote his epochal monograph 
on the round window. He called attention to 
its neglect by previous anatomists and physi- 
cists and pointed out that the niche of the 
round window was actually a canal, and that 
the membrane of the round window lying 
across the internal opening of the niche was 
not a flat, stretched membrane but was cone 
shaped, the apex of the cone directed upward 
and inward toward the scala tympani. Thus 
the niche and the membrane of the round 
window roughly duplicate the form and the 
arrangement of the external auditory canal 
and the tympanic membrane. Further they 
are in a position favorable for receiving sound 
waves propagated from the internal surface of 
the tense postero-inferior portion of the tym- 
panic membrane. 

At least twice in this work Scarpa stated 
that sound enters the internal ear via the 
round window as well as via the ossicular 
chain and the oval window. He also noted 
that all of the various theories pieced together 
by those who advocated only the ossicular 
chain-oval window route violated rules of 
both sound and motion. 

In 1832, Caswall? expressed the opinion 
that sound enters the internal ear via both 
windows. 

Aside from these early opinions it has be- 
come the accepted idea that sound compres- 
sion waves enter the scala vestibuli via the 
ossicular chain and the oval window solely, 
and that the round window acts only as an 
elastic membrane to bulge as compression 
waves applied by the inward motions of the 
stapedial footplate to the perilymph in the 
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The Round Window—The Need of 
A Critical Revaluation: 


A Preliminary Communication * 


An intriguing and interesting consideration of the physiologic functions in 
hearing,—no more need be said, since it should be read. 


scala vestibuli are transmitted via the heli- 
cotrema to the scala tympani, or to retract as 
the rarefaction phase of the sound waves pulls 


.the footplate of the stapes outward. These 


waves acting in difference phase are assumed 
to distort the structures resting on the basilar 
membrane giving rise to sound sensation. 

In a paper read before this section at At- 
lanta, in 1953, 1° expressed strong doubt that 
the mechanical efficiency of the ossicular 
chain as an oscillatory device could carry vib- 
rations of greater frequency than 1,000 cps. If 
the frequencies above 1,000 cps were to reach 
the organ of Corti they must travel either by 
molecular vibrations of the bone of the ossicu- 
lar chain despite the impedance inherent at 
their articulations or by air waves traveling 
across the space of the middle ear and imping- 
ing against the membrane of the round win- 
dow. The static inertia of the endolymph I 
thought was overcome by the initial thrust or 
pull of the stapedial footplate by the lever 
arrangement of the chain which when neces- 
sary could intensify the impact of the ex- 
cursions of the tympanic membrane. The peri- 
lymph, motion once initiated and its static 
inertia overcome, would then respond more 
easily to the changes of frequency and inten- 
sity of the sound waves acting on the mem- 
brane of the round window. This would of 
course make for greater efficiency of the round 
window as a portal of entry for sound from 
the external world to the organ of Corti. 

Only two scientific voices have been heard 
in the wilderness reawakening present-day 
otologic interest in the round window. These 
are the voices of Barry J. Anson and Theo- 
dore H. Bast, the latter tragically stilled by 
death. 


vol! 
I 
curl 
duc 
rest 
In 
be 
3 
far 
tan 
ent 
har 
bee 
hi 
1 
bra 
bul 
is 
wh 
me 
pri 
the 
wil 


VOLUME 54 


I have in preparation a critical review of 
current concepts of transtympanic sound con- 
duction, intracochlear wave effects and the 
response of the organ of Corti to these stimuli. 
In a forthcoming communication these will 
be amplified and their interpretations dis- 
cussed. It is believed the round window will 
not suffer loss of prestige in this study. Inso- 
far as this work has progressed, the impor- 
tance of the round window as a portal of 
entry to the organ of Corti seems to be en- 
hanced. The ossicular chain apparently has 
been shown to be less fitted to carry the 
higher frequencies from the tympanic mem- 
brane to the cochlear duct via the scala vesti- 
buli. The compression waves have their ef- 
fect on the basilar membrane, which of course 
is presented directly to the scala tympani 
which in its turn abuts the round window 
membrane. 

At this time it may be predicted that the 
prime portal of entry of sound, especially of 
the higher frequencies, to the organ of Corti 
will prove to be the round window, with the 
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ossicular chain and the oval window taking 
their place as the conductor and portal of 
entry of the lower frequencies. In addition the 
latter mechanism has the added role of de- 
fender of the integrity of the delicate struc- 
tures of the scala media (and probably those 
of the endolymphatic labyrinth) against dam- 
age by excessive positive or negative pressure, 
and with the probable further role of a modi- 
fier of tone quality providing the final refine- 
ment of hearing which closes the gap between 
20 db loss and normal hearing. 


As our work has progressed no syndrome 
typical of a lesion in or about the round 
window has become apparent. The need for 
further study here is clear, since I believe this 
will be a site of important future clinical 
attention and surgical procedure. 


References 


1. Scarpa, Antonio: De Structura Fenestrae Routundae Auris. 
Societatem Typographicum, Mutina (Modena) 1772. 

2. Caswall, Chas.: The Physiology of the Organ of Hearing. 
London, Henry Wix, 1833. 

$. Sellers, Lyle M.: Modern Applications of the Hearing 
Fn Hand Tools of Today’s Otologist, South. M. J. 


Southern Medical Association s 
1961 Meeting 
Dallas, lexas 
November 6-9 


| 
t 
f 
r 
r 
c 
of 
n 


Maternal and Fetal Plasma Levels of 


Anileridine During Labor: 


E. H. HANEKAMP, M.D., G. E. MAGALETTA, M.D., 
H. G. LANKFORD, Ph.D., and L. J. HARTNETT, M.D.,7 St. Louis, Mo. 


In the evaluation of a new analgesic for use during labor, it becomes mandatory that careful 
observations be made relative to blood levels of the drug not only in the maternal circulation 
but also in that of the fetus. Such a study is recorded here with a new analgesic drug. 


To DETERMINE A SAFE (OR UNSAFE) TIME during 
labor in which to give a potentially fetal de- 
pressant analgesic, preliminary work using 
anileridine is presented. Evaluating the de- 
gree of fetal depression for a given dose and 
establishing that anileridine actually crossed 
the human placenta were necessary secondary 
objectives. 


The following casual observations prompted 
this investigation: Many apparently similar 
(body weight, body type, temperament, race, 
etc.) and dissimilar patients respond in quality 
and quantity to the same dose of narcotic or 
analgesic in all degrees of correlation to no 
correlation. The time of administration of an 
analgesic frequently varies from a few minutes 
to three or more hours before delivery. In all 
categories the newborn may be depressed or 
alert with or without trauma. If, as has been 
assumed and occasionally proven for many 
intramuscularly administered drugs, effects 
should be noted within thirty minutes, peak 
effect in one to two hours, usually gone by 
four hours, does it follow that fetal and ma- 
ternal blood levels should correlate? If so, 
the time of greatest danger to the fetus might 
at times be avoided. 


Method and Materials 


All babies were evaluated at delivery for 
depression according to the method of Apgar. 
Maternal plasma anileridine values were de- 
termined on blood drawn at the time of de- 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., Oct. 
31-Nov. 3, 1960. 

+From the Department of Obstetrics and Gynecology, St. 
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livery after a single intravenous or intra- 
muscular injection of the drug during the 
first or second stages of labor. Fetal plasma 
values were determined on cord blood drawn 
at the time of delivery. All mothers had, (1) 
previously delivered at least one term infant, 
(2) no major medical or obstetric complication 
or disease, (3) no medication by any route 
for at least 48 hours prior to admission, and 
(4) no anesthetic for delivery other than local 
infiltration, pudendal or saddle-block (pro- 
caine, lidocaine, dibucaine). All deliveries 
were grossly without trauma. All babies were 
grossly free of congenital anomalies. No at- 
tempt was made to correlate clinical maternal 
effects of the drug, nor was the adequacy of 
the dose evaluated. If a patient required 


more analgesia or another potentially de- 


pressing drug, she was removed from the 
series. The drug used was anileridine,* a 
derivative of meperidine. They differ in that 
the N-methyl group of meperidine is replaced 
with an N-(p-aminophenethyl) group. 


ZN 
Anileridine Meperidine 
(Leritine) (Demerol) 


“Generic name for Leritine—Merck Sharp & Dohme, West 
Point, Pa. 
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Its properties, as listed in the Journal of 
the American Medical Association,) agree es- 
sentially with those found by other investi- 
gators.> (1) It is two and one-fourth to two 
and one-half times as potent as meperidine, 
one-fourth as potent as morphine sulfate. 
(2) It may be synergistic with barbiturates. 
(3) It has a mild antihistaminic and spasmo- 
lytic effect and an antitussive effect, but is less 
constipating than other narcotics. (4) It has 
the same respiratory depressant effect as 
meperidine but is of shorter duration and may 
be reversed with nalorphine HCl. (5) It has 
less circulatory depression than meperidine. 
(6) Analgesic effects last one-half to one hour 
intravenously, one to two hours intramus- 
cularly. (7) The liver and kidney are the major 
sites of degradation and excretion. (8) It has 
been found to slow labor. (9) It may be ad- 
dicting. (10) Intravenous administration of 
more than 10 mg. rapidly may cause apnea in 
some patients. 


Results and Discussion 


Recovery of anileridine from plasma. To 
test the accuracy of the method, the drug was 
added in known varying amounts to plasma 
which was then analyzed quantitatively for 
anileridine according to the method of Burns 
and associates.* 


A Added Anileridine Recovered 


mceg./ml. mceg./ml. Per Cent 
0.2 0.2106 (105.3) 
0.4 0.379 ( 94.7) 
0.6 0.617 (102.9) 
1.2 1.13 ( 94.1) 
2.0 2.06 (103.1) 


The percentage recovery varied between 
plus 5.8 and minus 5.9. A value of recovery 
in excess of 100% is possible due to normal 
errors of laboratory technic. Therefore, be- 
fore receiving anileridine each patient had a 
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control sample of blood drawn which was sub- 
jected to the same procedure as the blood 
drawn after receiving the drug. The differ- 
ence represents the actual amount of ani- 
leridine recovered. The control sample is 
called a “plasma blank.” 

Comparison of maternal and fetal plasma 
blanks. Since it was not possible to obtain 
fetal blood before administration of the drug 
to the mother, it was necessary to determine 
if maternal plasma blanks could be used to 
correct the values obtained with fetal blood. 
For this purpose maternal blood and fetal 
cord blood were drawn at delivery from 8 
subjects who had had no medication prior to 
delivery. No significant difference existed in 
the values obtained. The greatest difference 
observed was equivalent to 0.07 mcg. of ani- 
leridine per ml. 

Stability of anileridine in whole blood 
stored at 4°C. It was frequently impossible 
to do determinations immediately; therefore, 
the stability of anileridine in whole blood 
stored for 24 hours at 4°C. was established. 
No significant difference was found between 
plasma values determined immediately after 
adding the drug and after storage of blood 
with the drug added for 24 hours at 4°C. 

A few cases suggest a dosage-time-weight 
relationship, and all cases establish placental 
passage of anileridine in significant concen- 
trations without fetal depression (Table 1). 
The highest maternal value occurred within 
8 minutes, which was the shortest length of 
time between any determination and adminis- 
tration and may indicate no disagreement 
with Haselhuhn and Lipphard’s conclusion® 
that only small amounts of the drug may be 
present 5 minutes after intravenous adminis- 
tration. Neither do the above cases deny that 


TABLE 1 


PATIENTS RECEIVING ANILERIDINE (25 MG.) INTRAVENOUSLY AS A SINGLE INJECTION 
AT VARYING TIMES PRIOR TO DELIVERY 


Time to Maternal Plasma 
Delivery eve. 
(Minutes) (mceg./ml.) 

1 8 1.2 

2 10 0.31 

3 18 0.14 

4 18 0.63 

5 26 0.22 

6 36 0.06 

7 98 0.03 

8 118 0.18 


Fetal Plasma Fetal 
Level 


Weight Depression 

(mceg./ml.) (lbs.) Apgar Scale 
0.15 135 9 
0.12 230 8 
0.03 202 8 
0.57 140 10 
0.24 146 10 
0.03 160 10 
0.02 125 9 


0.20 180 9 
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the same may occur in humans as Porter® 
found in a study on rats: anileridine given 
intravenously is rapidly taken up by the brain, 
peak concentrations are present in 2 to 4 
minutes after injection, and its concentrations 
in the brain are directly correlated with the 
degree of analgesia. 

Examination of the results revealed no 
gross correlations or method of graphing 
(Table 2). Both maternal and fetal values 
were high and low in obese as well as in thin 
patients who delivered early or late after ad- 
ministration of the drug. Variability of data 
may be explained by irregular pick-up, rapid 
tissue uptake or the inability of the single 
plasma determination to reflect either tissue 
or clinically effective blood levels. 
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The average Apgar grade for all 40 infants 
was 8.7. Two infants with a grade 5 Apgar, 
one requiring resuscitation, had relatively low 
values of the drug. One infant with a 7 Apgar 
rating and good respiratory effort received 
endotracheal suction because of large amounts 
of obstructing mucus. Five of the 8 highest 
recorded maternal blood values (above 1.0 
mcg./ml.) had corresponding fetal values at 
least above 0.5 mcg./ml. (the highest was 2.2 
mceg./ml.). In none of the 8 cases was the 
Apgar evaluation below 9. 

The significant positive results in the series 
agree with that of Apgar and associates’ who, 
when using meperidine and the same labora- 
tory method, found that in their series of 1] 
cases, meperidine crossed the human placenta 


TABLE 2 


PATIENTS RECEIVING ANILERIDINE (0.383 MG. PER POUND) INTRAMUSCULARLY AS A 
SINGLE INJECTION AT VARYING TIMES PRIOR TO DELIVERY 


Time to Maternal Plasma Fetal Plasma Fetal 
Delivery eve: Leve Depression 
(Minutes) (mcg./ml.) (mcg./ml.) Apgar Scale 

7 0.28 0.15 10 
20 0.14 0.09 9 
25 1.2 0.25 9 
25 0.84 0.32 9 
$1 0.09 0.13 10 
35 0.26 0.11 9 
36 0.44 0.04 9 
41 0.28 0.21 7 
42 0.19 0.00 8 
44 0.56 0.24 10 
44 . 0.16 0.57 10 
49 0.58 0.54 9 
50 2.5 2.2 9 
57 0.37 0.12 8 
60 0.34 0.17 9 
65 0.16 0.12 9 
66 2.9 1.5 10 
70 0.95 0.46 9 
75 1.5 0.48 9 
78 0.29 0.26 9 
78 0.54 0.14 5 (resuscitation) 
87 0.26 0.19 9 
89 0.80 0.42 10 
90 1.3 0.76 10 
91 0.33 0.14 9 
95 1.4 0.83 9 
99 0.11 0.01 9 

115 0.45 0.14 10 
115 1.2 0.81 10 
142 0.94 0.77 7 (suction) 
145 1.1 0.12 9 
149 0.26 0.17 9 
164 0.11 0.14 9 
170 0.04 0.03 9 
227 0.27 0.05 9 
245 0.15 0.12 9 
265 0.56 0.24 5 
374 0.13 0.33 9 
440 0.25 0.23 9 
710 0.06 0.18 8 
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14 40.0 
oe 15 40.0 
16 52.5 
17 42.5 
ee 18 50.0 
19 40.0 
20 47.5 
21 57.5 
Se 22 55.0 
23 45.0 
24 55.0 
25 35.0 
26 40.0 
27 60.0 
28 45.0 
29 65.0 
30 50.0 
31 60.0 
32 50.0 
33 47.0 
34 50.0 
35 45.0 
36 45.0 
37 47.5 
Sis 38 45.0 
39 47.5 
40 52.5 


VOLUME 54 


in significant concentrations and caused no 
fetal depression. 


Conclusions 


1. An accurate laboratory method of de- 
termining anileridine plasma concentrations 
was used. 

2. A dosage-weight-time relationship be- 
tween maternal and fetal plasma drug values 
was suggested but not proven from the cases 
studied. 

3. Anileridine crosses the human placenta 
(in one case within at least 8 minutes) at sig- 
nificant concentrations. 

4. Significant fetal depression was not ob- 
served. 

5. Fetal plasma values were not influenced 
by varying the time of intramuscular adminis- 
tration before delivery within probable clini- 
cal limits. 

6. The speed of placental transfer of the 


PLASMA LEVELS OF ANILERDINE DURING LABOR—Hanekamp et al. 277 


drug and the difference between serially de- 
termined pregnant and nonpregnant levels 
should be an interesting and valuable con- 
tinuation of this work. 
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Drug Interaction in Anesthesia* 


J. S. GRAVENSTEIN, M.D., and T. W. ANDERSEN, M.D.,t Gainesville, Fla. 


THE OLD-TIME “shotgun prescription” in anes- 
thesia has been decried because “the cumula- 
tive bad qualities of several agents (given 
together) can add up to disaster.”! One could 
add that not only “cumulative bad qualities” 
but also independent and even desirable qual- 
ities can interact and, if not add up to dis- 
aster, blend to produce startling effects. To 
some of such interactions we have become ac- 
customed and we are making therapeutic use 
of them. Others occur unexpectedly and may, 
indeed, jeopardize the patient’s life. 

Drugs acting simultaneously may have addi- 
tive effects or may interact. Addition occurs 
when drug A and drug B have similar effects 
and when their individual effects simply add 
up to the total effect. To demonstrate the ad- 
dition it is necessary to construct dose-response 
curves for each drug and demonstrate that 
appropriate partial substitution of one drug 
for the other is possible. This was done, for 
example, by Normann and Lofstrém? for 
ether and d-tubocurare on the sympathetic 
ganglia of the cat. Both agents inhibit trans- 
mission in these ganglia and their effects are 
additive. 

Of particular interest in anesthesia today is 
the instance where one drug quantitatively 
affects the action of another drug or agent 
other than through addition. This may occur 
by a number of mechanisms and has been 
described as synergism, potentiation, sensitiza- 
tion or antagonism. A good term, covering all 
possibilities, can be borrowed from the statis- 
tician, namely “interaction.” Interaction is 
said to occur when, for example, one drug 
without measurable effects of its own causes 
another drug to have a much larger (or 
smaller) effect in the presence of the interact- 
ing agent than by itself. Frequently we have 
no explanation for the mechanism by which 
the “‘synergist” enhances the effect of the drug 
in question. At other times explanations are 


*Read before the Section on Anesthesiology, Southern Medi- 
cal Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., 
Oct. 31-Nov. 3, 1960. 

+From the Division of Anesthesia, University of Florida Col- 
lege of Medicine, Gainesville, Fla. 
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available. A good example is the well-known 
effect of probenecid on penicillin levels in 
blood. The interacting drug (probenecid) has 
no effect of its own on bacteria, but when 
given together with penicillin it enhances the 
effectiveness of the antibiotic simply by inter- 
fering with the excretion of the penicillin and 
thus providing for more penicillin to stay 
around longer. 


Increasing the effect of a drug simply by 
altering distribution exists with hyaluronidase, 
an example of importance to the anesthetist. 
This enzyme hydrolyzes and depolymerizes the 
polysaccharide hyaluronic acid, an essential 
component of the interstitial ground sub- 
stance. Thus, by allowing better spreading 
it enhances the distribution and the speed 
of onset of action of the local anesthetic de- 
posited in the tissue. At the same time ab- 
sorption of the anesthetic may proceed more 
rapidly and toxicity, therefore, can occur with 
dosages of a given anesthetic which, in the 
absence of hyaluronidase, might not have oc- 
curred. In this sense, hyaluronidase is a 
synergist for local anesthetics. An_ essen- 
tially similar mechanism has been described 
by Beiler, Brendel and Martin,? who studied 
the effect of hyaluronidase and trypsin on the 
permeability of the blood-brain barrier and 
found that these two enzymes can hasten the 
onset of action of certain barbiturates injected 
into mice. The authors found higher concen- 
trations of barbital in the brain of animals 
pretreated with the enzymes as compared with 
control animals at specified intervals after 
injection. 

Where drug levels are not influenced by the 
synergist via factors affecting distribution or 
excretion, they may be altered by interference 
with the metabolism of the drug. These may 
again simply result in higher and longer main- 
tained effective blood levels, or may produce 
seemingly new effects if they happen to block 
the metabolism of the drug at one specific 
point, allowing the accumulation of a metabo- 
lite ordinarily too fleeting in its presence to 
make itself felt. An example here is disulfiram 
(Antabuse). This drug inhibits enzymes re- 
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sponsible for the oxidative breakdown of 
acetaldehyde. Since both alcohol and paral- 
dehyde are normally metabolized by the body 
via acetaldehyde, disulfiram can interact with 
the social as well as the medicinal hypnotic 
and cause the usually unnoticed effects of 
acetaldehyde to be magnified into drastically 
disagreeable symptoms. 


Anesthetists very frequently, and perhaps 
too frequently, use a variety of drugs for pre- 
medication and during anesthesia. This has 
been advocated as “balanced anesthesia” be- 
cause it should offer the advantage of the use 
of small doses of different drugs, each drug 
exerting a specific and desirable effect, and 
yet no drug needing to be given in amounts in 
which side effects would become bothersome. 
To a certain degree this philosophy is widely 
accepted and is clinically useful when, for 
instance, a weak gas is combined with an 
hypnotic and a muscle relaxant to provide 
analgesia, sleep and relaxation adequate for 
surgery. The effect to watch for, however, is 
the possibility of interaction between two or 
more of the simultaneously employed agents. 
This possibility does not exist if one limits 
himself to a single drug as, for instance, ether 
for the same type of operative procedure. 
Ether would provide analgesia, sleep and 
muscle relaxation. It must be emphasized that 
this is not an advertisement for ether anes- 
thesia or for the abolition of thiopental, 
nitrous oxide and relaxant anesthesia, but 
that it merely points to the possibility of drug 
interaction whenever agents are mixed. Such 
drug interaction can be shown experimentally 
by combining ether and d-tubocurare. Brew- 
ster, Isaacs and Andersen* demonstrated in 
dogs that in surgical anesthesia ether depresses 
the myocardium but that this depression is 
compensated for by a reflex release of epi- 
nephrine and norepinephrine. At least in dogs 
normal heart action during ether anesthesia 
is dependent on an intact sympathetic system. 
The mild block of sympathetic ganglia with 
ether still permits sympathetic discharge dur- 
ing light surgical anesthesia. If, however, 
curare is added, and its additive blocking ef- 
fect on the sympathetic ganglia manifests it- 
self, the myocardium may be left without 
sufficient support from catechol amine to com- 
pensate for the depressant effect of ether on 
the heart. This can easily be shown in dogs. 
Curare per se has no effect on the dog’s heart, 
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but it interacts with ether to enhance myo- 
cardial depression by adding its blocking ef- 
fect on ganglia to that of ether. 

The effects of catechol amines are not 
always desirable. It has been shown by Butler 
and co-workers that adrenergic blocking 
agents can inhibit the accumulation of fat in 
the liver of animals poisoned with carbon 
tetrachloride. Similarly, ephedrine can en- 
hance the toxic effects of carbon tetrachloride 
on the liver.6 These experiments were per- 
formed with carbon tetrachloride in animals. 
However, it would be justifiable to speculate 
that a correlation might exist in man under- 
going anesthesia with certain halogenated 
agents. It is with these compounds that fatty 
infiltration of the liver has been observed, 
particularly with chloroform anesthesia. There 
is a possibility that drugs like epinephrine or 
ephedrine enhance the propensity of a drug 
like chloroform to cause fatty infiltration even 
in man. 

A different type of interaction with an anes- 
thetic agent and epinephrine or norepine- 
phrine was recently demonstrated experiment- 
ally. It is a frequently reported clinical 
observation that during cyclopropane anes- 
thesia blood pressure may rise and total vascu- 
lar peripheral resistance may be increased.* 
Price and his co-workers® have demonstrated 
in man that during cyclopropane anesthesia 
the blood levels of norepinephrine are mark- 
edly increased. Since with ether anesthesia a 
similar rise in the level of circulating nor- 
epinephrine may be observed without a con- 
comitant increase in cardiac output or total 
vascular peripheral resistance, one must as- 
sume that cyclopropane somehow interacts 
with the catechol amine in a different way 
than does ether. 

This hypothesis was tested in the nictitating 
membrane of the “spinal cat.”® These cats had 
sudden adrenalectomy, the preganglionic sym- 
pathetic nerve supply to the nictitating mem- 
brane was surgically interrupted and they 
were given atropine. In such “spinal cats” the 
administration of cyclopropane did not cause 
any change in the tension of the nictitating 
membrane. The intravenous administration of 
epinephrine, however, led to the contraction 
of the nictitating membrane. When cyclopro- 
pane was added at a time when a continuous 
infusion of epinephrine was being admin- 
istered, the nictitating membrane contracted 
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by additional increments as if more epine- 
phrine had been given rather than cyclopro- 
pane. In this instance, then, cyclopropane acts 
as a synergist and enhances the effect of epi- 
nephrine without having a visible effect by 
itself in the absence of epinephrine. This same 
type of interaction between cyclopropane and 
epinephrine can also be seen in smooth muscle 
preparations in vitro responding to epineph- 
rine with contraction, such as the isolated 
strips of the rabbit aorta or the nictitating 
membrane in vitro. 


These instances of addition or interaction 
between simultaneously administered drugs, 
are but few examples of how drug mixtures 
can produce effects which may be beneficial 
or hazardous. The physician should be re- 
luctant to mix drugs if, for a chosen combina- 
tion of drugs to be used, either in premedica- 
tion or during operation a possible interplay 
between these drugs through addition or inter- 
action has not been defined or ruled out. Cer- 
tainly the simultaneous use of drugs from the 
belladonna group, the phenothiazines, the 
barbiturates and the opiates in the preanes- 
thetic medication followed by multiple agents 
during anesthesia will allow for many sur- 
prises. This is particularly true since in anes- 
thesia we are usually not dealing with healthy 
people but with patients who frequently have 
endocrine or metabolic disturbances, or who 
have been treated with tranquilizers, hor- 
mones or glycosides. To this, frequently 
enough, antibiotics and electrolytes have been 
added. The result certainly defies analysis. 
Where such analysis is essential, both patient 
and physician will be served better if therapy 
is limited to the minimum of the absolute 
necessary. 
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Discussion (Abstract) 


Dr. F. Edmund Hunter, Jr., St. Louis, Mo. This 
very interesting work is another illustration of the 
basic contributions to pharmacologic knowledge com- 
ing to us from departments of anesthesiology during 
the last 10 years. Grossly the potentiation of action of 
epinephrine by cyclopropane may be like the well- 
known potentiation by cocaine. However, in experi- 
mental studies cyclopropane has the tremendous ad- 
vantage of quick and ready reversibility so that many 
kinds of tests can be done on the same preparation. 


In considering the possible mechanism of action we 
must remember that cyclopropane, like certain other 
anesthetics, might cause a discharge of catechol amines 
mediated by the spinal cord which is detected only 
when it is superimposed on the infusion of epineph- 
rine. Another possibility is that cyclopropane might 
decrease the nonspecific uptake and binding or re- 
moval of infused epinephrine, resulting in a greater 
pharmacologic response. A decreased binding has re- 
cently been suggested to explain cocaine potentiation. 
It would be interesting to know whether cyclopropane 
enhances response to stimulation of the sympathetic 
innervation of the nictitating membrane as well as 
response to infused epinephrine. The experiments on 
isolated striated muscle and even isolated smooth mus- 
cle which Dr. Gravenstein has referred to certainly do 
suggest that the potentiating effect of cyclopropane is 
more likely to be peripheral at the nerve ending or in 
the response to released mediator. More precise locali- 
zation of the site of action should come from combin- 
ing electrical stimulation with the present experiments. 
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Biologic False Positive Reactions 


for Syphilis 


JOHN M. KNOX, M.D., and 


M. BRITTAIN MOORE, JR., M.D.,t Houston, Tex. 


The development of more specific serologic tests, especially those using treponemal antigens, has: 
been of great aid in the evaluation of the reactive routine, screening “blood tests” for syphilis. 
Though biologic false positive reactions may be highly significant, it should not be 

forgotten that a positive test raises the diagnosis of syphilis first and foremost. 


DuRING RECENT YEARS there has been increasing 
interest in the problem of biologic false posi- 
tive reactions for syphilis. The percentage of 
false positive reactions varies greatly with the 
population group being tested. In the syphilis- 
prone lower socio-economic groups, particu- 
larly Negro, the percentage of biologic false 
positive reactions is relatively low; whereas, in 
a private hospital serving the higher socio- 
economic group the number of reactive bloods 
would be low, but the percentage of false 
positive reactions would be relatively high. 
Each patient, however, must be considered as 
an individual, for percentages are only im- 
portant in recognizing the problem. The fol- 
lowing short presentation will discuss this 
subject from a standpoint of etiology, diag- 
nosis and prognosis. 

Nontreponemal serologic tests for syphilis 
are currently usually reported as reactive or 
nonreactive in contrast to positive or negative. 
These tests indicate the presence or absence of 
reagin and not the presence or absence of 
syphilis. A biologic false positive reactor pro- 


* duces a substance similar to, or identical with, 


the reagin produced by syphilis. The newer 
treponemal antigen tests are relatively specific 
and measure an antibody produced by the 
host as a result of treponemal infection. A 
reactive test means a treponemal infection, 
past or present. This does not mean that 
reagin tests are now obsolete or that they 
should be abandoned, for both types of tests 
are informative and useful in diagnosing and 
treating syphilis. 

With the advent of numerous reagin and 
treponemal antigen tests, many of which are 
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not available to the practicing physician, con- 
fusion has developed in serologic testing for 
syphilis.1 After considering the reliability and 
availability of various tests*1* the following 
recommendations are made for serologic test- 
ing for syphilis. 

All blood specimens offered for diagnostic 
testing should be first subjected to a standard 
reagin test. Nonreactive results would seem 
to exclude active syphilis about as well as 
serologic testing can accomplish this purpose. 
In the case of reactive results, a quantitative 
standard reagin test such as the VDRL. test 
should be routinely performed. Reactive stand- 
ard reagin tests (verified on a second speci- 
men) in patients in whom clinical and/or 
epidemiologic evidence do not oppose the 
diagnosis mean syphilis with a high degree of 
reliability. Nevertheless biologic false positive 
reactions occur, and verification of a reactive 
reagin test by the treponemal antigen test 
most available for mass use is advised. Trepo- 
nemal antigen testing is thought to be impera- 
tive in individuals in whom clinical and/or 
epidemiologic evidence oppose the diagnosis 
of syphilis. 

Therefore, blood specimens on which reac- 
tive reagin tests have been obtained should 
next be subjected to testing with the inexpen- 
sive Reiter protein complement fixation test.14 
Specimens on which both tests are reactive 
would indicate syphilis with as much relia- 
bility as serologic testing affords. 

Specimens on which reagin tests are reactive 
but Reiter tests are nonreactive (a combina- 
tion which may indicate a biologic false posi- 
tive reactor, very early syphilis, syphilis of long 
duration, or previously treated syphilis) should 
be subjected to testing with one of the other 
good treponemal tests, such as the Treponema 
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Pallidum Immobilization (TPI.), Fluorescent 
Treponemal Antibody (FTA.), or the Trep- 
onema Pallidum Complement Fixation 
(TPCF.) tests. Reactivity of two of the three 
tests again would indicate syphilis, past or 
present, and nonreactivity in two of the three 
tests would suggest that syphilis is not present, 
except possibly very early syphilis. In the case 
of early syphilis that is not yet reactive in 
serologic tests, follow-up examinations would 
discover the appearance of darkfield positive 
mucocutaneous lesions and/or a reactive sero- 
logic test that will increase in titer. 


Although laboratory tests are essential for 
accurately diagnosing syphilis or a biologic 
false positive reactor, considerable attention 
should be given to the history and physical 
findings. In most instances the marital partner 
should also be studied. Useful information can 
be obtained from a tactful sexual history. 
Moore and Mohr™ compiled the following list 
of diseases which are capable of producing a 
false positive reaction in the routinely em- 
ployed reagin tests. 


1. Infections 
a. Bacterial 


(1) Leprosy 60% 
(2) TBC. 35% 
(3) Pneumonia, various types 25% 
(4) Subacute bacterial endocarditis 5% 
(5) Chancroid 5% 
(6) Scarlatina 5% 
b. Spirochetal 
(1) Leptospirosis 10% 
(2) Relapsing fever 80% 
(3) Rat bite fever 20% 
c. Plasmodia 
(1) Malaria 100% 
d. Rickettsial 
(1) Typhus 20% 
e. Protozoal 
(1) Trypanosomiasis 10% 
f. Viral 
(1) Vaccinia 20% 
(2) Primary atypical pneumonia 20% 
(3) Measles 5% 
(4) Chicken pox 5% 
(5) Lymphogranuloma venereum 20% 
(6) Infectious hepatitis 10% 
(7) Infectious mononucleosis 20% 
(8) Common cold Low 
2. Noninfectious Diseases or Conditions 
(1) Systemic lupus erythematosus 20% 
(2) Rheumatoid arthritis 5% 
(3) Repeated blood loss Low 
(4) Pregnancy Low 
(5) Sarcoid Low 
(6) Malignancy Low 


Moore and Mohr also established the con- 
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cept that there are two types of biologic 
false positive (BFP.) reactions: “acute” and 
“chronic.” The prognosis of the acute is dif- 
ferent from that of the chronic. The acute 
BFP. reaction can be caused by almost any 
immunization or febrile illness and is charac. 
terized by spontaneous reversal to seronega- 
tivity usually within three or at the most six 
months after the subsidence of the etiologic 
acute process. The chronic BFP. reaction is 
characterized by seroreactivity for longer than 
six months—often for life. Moore and Lutz!é 
suggest that the chronic variety is more fre- 
quently encountered than the acute, since for 
the latter the chance occurrence of routine 
serologic testing must coincide with a precipi- 
tating infectious disease or immunization. 


From work done at the Chronic Disease 
Division, Johns Hopkins Hospital,15-18 it seems 
that the prognosis of the chronic BFP. reactor 
is more grave than that of the patient who has 
untreated syphilis.1.?° “Indeed the physician 
is no longer justified when he has identified a 
chronic biologic false positive reactor in dis- 
missing his patient with congratulations on 
the absence of syphilis. Instead, he is faced 
with a lengthy and detailed clinical investiga- 
tion to attempt to identify the cause of the 
biologic false positive reaction, and this may, 
and usually does, mean prolonged periodic 
observation and re-examination.” This warn- 
ing was given us by the late Joseph Earle 
Moore!* when he found evidence of diffuse 
connective tissue disorders, particularly sys- 
temic lupus erythematosus, in nearly 50% of 
his group of 148 chronic BFP. reactors whom 
he had followed from one to twenty years. 


Syphilis which once appeared to be a vanish- 
ing disease has reversed its downward trend 
and is on the rise again. It should be empha- 
sized that a physician should think first of 
syphilis when a reactive serologic test is re- 
ported. Every individual with a persistently re- 
active serologic test deserves a thorough eval- 
uation to determine accurately if reactivity is 
indicative of a BFP. reaction or, indeed, 
syphilis—a treatable and curable disease. 


Summary 


With the advent of many different reagin 
and treponemal antigen tests, considerable 
confusion has developed in relation to sero- 
logic testing for syphilis. A practical and un- 
derstandable approach to serologic testing for 
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syphilis was presented. The fact that the older 
reagin tests are still useful and informative 
was emphasized. 


The biologic false positive (BFP.) reaction 


is discussed as to etiology, diagnosis, and prog- 
nosis. The chronic BFP. reaction cannot be 
considered an innocuous immunologic oddity 
for it may represent the earliest finding in 
disease processes of graver prognosis than un- 
treated syphilis. It is emphasized that the 
clinician should think first of syphilis when 
a reactive S.T.S. is reported. 
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Progress in Certification of Child 


Psychiatrists* 


FRANK J. CURRAN, M.D.,t New York City, N. Y. 


THe AMERICAN BOARD OF PSYCHIATRY AND 
NEvuROLOGY established a Committee of Cer- 
tification in Child Psychiatry in February 
1959. The purpose of this paper is to de- 
scribe the activities and progress of this Com- 
mittee during the past 18 months. 

Two members of this Committee have al- 
ready presented papers at the 1959 and 1960 
meetings of the American Psychiatric Associa- 
tion describing the early functions of this 
Committee. Dr. Robinson’s paper! presented 
at the 1959 meeting was published in 1960. 
Dr. Allen’s paper,” presented at the 1960 meet- 
ing, has not been published at the time of 
the preparation of this paper (2 months be- 
fore its presentation). 

Although both of these papers are very 
comprehensive, I feel justified in presenting 
this material again to this audience because 
I wish to emphasize the participation of mem- 
bers of the Southern Psychiatric Association 
in the special field of Child Psychiatry. 

Some of you are aware that many psychia- 
trists for over 50 years have devoted them- 
selves to working with children. The first 
clinic to deal exclusively with children and 
adolescents was established in Chicago in 1909 
by Dr. William Healy. The clinic was organ- 
ized to serve the Chicago Juvenile Court, and 
the patients were juvenile delinquents, chiefly 
in the adolescent age range. In this clinic, 
Healy introduced “the team work” approach, 
using the professional skills of Psychiatrists, 
Clinical Psychologists and Psychiatric Social 
Workers. In 1912, Healy moved to Boston, 
and became the director of the Judge Baker 
Foundation, an organization which has con- 


*Prepared for, but not presented before the Meeting of 
o —=. Psychiatric Association, Virginia Beach, S. C., 
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tinued to play a leading role in the field of 
Child Psychiatry up to the present time. 

In the early 1920's, eight demonstration 
clinics were organized in different parts of 
the country. The National Committee for 
Mental Hygiene, with financial support from 
the Commonwealth Fund of New York, es- 
tablished these community clinics. One of 
these demonstration clinics was in Norfolk, 
Virginia. These clinics received financial sup- 
port from the Commonwealth Fund from 
1922 to 1927. After this period, the Common- 
wealth Fund withdrew its financial support 
for the actual running of clinics, but it did 
provide Fellowship stipends for people of the 
three professional disciplines serving these 
clinics. The Commonwealth Fund continued 
to provide these stipends until 1946 when the 
National Mental Health Act was passed. 

During the period between 1922 and 1946, 
many community clinics were opened through- 
out the country and among these were the 
Richmond Memorial Guidance Clinic and the 
Louisville Child Guidance Clinic. 

In 1948, fifty-four psychiatric clinics for- 
mally ratified plans for a national association. 
This organization was known as the American 
Association of Psychiatric Clinics for Chil- 
dren, to be referred to hereafter as the 
A.A.P.C.C. This organization had actually 
been functioning since 1946. The first presi- 
dent was Dr. Frederick H. Allen of Philadel- 
phia; the first Vice-President was Dr. Harry 
M. Little, then of Pittsburgh but now in 
Houston, Texas, and the Secretary was Miss 
Ruth Mellor, a Psychiatric Social Worker from 
the Louisville Clinic. During the time that I 
was living in Charlottesville, Virginia, 1 had 
the honor to serve as President of this associa- 
tion for 2 years. More recently, Dr. Little, of 
Houston, Texas, served as President. At the 
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present time, Dr. Othilda Krug of Cincinnati, 
Ohio, is President. 

The A.A.P.C.C. was primarily an organiza- 
tion of clinics. It did, however, set up both 
membership and training standards for the 
psychiatrists and other professional personnel 
working in these clinics. The training psychia- 
trist in an approved A.A.P.C.C. clinic was 
required to have fulfilled requirements of 
basic training of the American Board of Psy- 
chiatry and Neurology and, in addition, to 
have at least 2 years of training in child psy- 
chiatry. 

Some members of the American Psychiatric 
Association objected to the standard-setting 
policies for training by. A.A.P.C.C. because 
the clinic members represented three disci- 
plines and it was feared that nonmedical 
people might control standard-setting policies 
for the training of psychiatrists. It should be 
pointed out, however, that members of the 
Committee on Training of Child Psychiatrists 
of A.A.P.C.C. have always been psychiatrists 
and all of the presidents of A.A.P.C.C. have 
been psychiatrists. 

In 1953, the American Academy of Child 
Psychiatry was organized. Membership in the 
Academy is by invitation only. Among the 
requirements for membership are that the 
candidate be Board-certified or Board-eligible, 
that he have 2 years of specialized training 
in child psychiatry in addition to a minimum 
period of 2 years in general psychiatry, that 
he have at least 5 years of experience after 
completion of his child psychiatry training, 
and that he currently devote at least 50% 
of his professional time to work with children. 

Many members from Southern states have 
played an active role in the Academy, serving 
as officers or chairmen of committees. The 
first secretary of the association was from 
Charlottesville, Virginia, and the present sec- 
retary, Dr. Reginald Lourie, lives in the Dis- 
trict of Columbia. 

Dr. S. Spafford Ackerly, of Louisville, Dr. 
Leo Kanner, of Baltimore, and Dr. Lucy Jess- 
ner, of Chapel Hill, have served as officers 
of the association. Approximately 10% of cur- 
rent members of the Academy live in South- 
ern states. 


In 1958, the Council of the American Psy- 
chiatric Association endorsed a statement that 
child psychiatry was a sub-specialty of Psy- 
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chiatry, and that competence called for special 
training. Later, the American Psychiatric As- 
sociation accepted, in principle, a statement 
of “Standards for Training” that called for 
2 years of specialized training in child psy- 
chiatry in addition to at least 2 years in gen- 
eral psychiatry. 

As far back as 1948, requests had been 
made for Certification in Child Psychiatry, 
and several formal and informal meetings were 
held between members of the American Board 
of Psychiatry and Neurology and child psy- 
chiatrists. 

In June 1958, six child psychiatrists were 
invited by the President of the American 
Board of Psychiatry and Neurology, Dr. Fran- 
cis J. Gerty, to meet in Rochester, Minnesota, 
to consider the advisability of recommending 
the establishment of certification procedures. 
At this meeting in June 1958, with the Presi- 
dent and Secretary of the American Board, 
a statement of requirements and procedures 
for examination and certification of child 
psychiatrists was drawn up. It was pointed out 
that the American Board of Pediatrics had 
raised the question of overlapping training 
and experience in the two specialties. 

During this preliminary discussion, it was 
also reported that some pediatricians claimed 
that many child psychiatrists were opposed to 
2 years of specialized training in child psy- 
chiatry. It was further claimed that many 
child psychiatrists believed that there should 
be a definite inclusion of pediatric training 
as a requirement for certification. 

To poll the opinion of child psychiatrists, 
a questionnaire was sent out on July 14, 
1958, to all members of the American Acad- 
emy of Child Psychiatry and to the directors 
of those A.A.P.C.C. Clinics which were ap- 
proved as training centers. The questionnaire 
was sent to 178 persons, of whom 157 were 
members of the Academy, and to 21 clinic 
directors who were not Academy members. 
The memorandum read as follows: 


MEMO TO: Members of American Academy of Child 
Psychiatry and Directors of A.AP.C.C. 
Training Clinics: 

FROM: Frank J. Curran, MD. July 14, 1958 


You may be aware that the American 
Board of Psychiatry and Neurology is 
formulating policies and procedures with 
reference to the possible certification of 
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the field of Child Psychiatry. 


An Advisory Group made up of six 
psychiatrists: Drs. F. Allen, O. Krug, W. 
Langford, H. Lippman, J. F. Robinson 
and F. J. Curran, met recently with 
representatives of the American Board 
in Rochester, Minnesota. The Advisory 
Group expressed the opinion that be- 
fore a psychiatrist would be eligible to 
take a sub-specialty board examination 
in Child Psychiatry, he should have a 
minimum of two years of approved gen- 
eral Psychiatry training and two years 
of approved training in Child Psychi- 
atry, and that he should be certified by 
the American Board of Psychiatry and 
Neurology in the specialty of Psychiatry. 


It has been brought to the attention 
of the Advisory Group that certain rep- 
resentatives of the American Board of 
Pediatrics are opposed to these prelimi- 
nary standards. 


Some Pediatricians are stating that 

Child Psychiatrists agree with them in 

the following opinions: 

1. Child Psychiatry is a field all by 
itself, and should not be under the 
“domination” of a general psychiatric 
board. 

2. Number of Child Psychiatrists enter- 
ing from the field of Psychiatry is 
decreasing year by year. 

3. The number entering from Pedi- 
atrics is increasing year by year. 

4. Those experienced in Child Psychi- 
atry, as of now, do not believe two 
years of general psychiatry is essen- 
tial in a four year training program 
for Child Psychiatry. 

5. Perhaps four years of training is not 
required. 

6. There should be a definite inclusion 
of pediatric training. 

As a member of the Advisory Group, I have been 
asked to gather the opinion of leaders in the field of 
Child Psychiatry on these points. 

I would appreciate it if you would write me at 
your earliest convenience, and inform me: 


1. Whether or not you are in agreement with the 
recommendations of the Advisory Board with ref- 
erence to the preliminary requirement of certifi- 
cation in Psychiatry by the American Board, as 
well as two years of specialized training in Child 
Psychiatry. 

Or 

2. That you are in agreement with some or all 
statements made above by Pediatricians. (Please 
specify areas of agreement or disagreement.) 

IT IS ANTICIPATED THAT REPRESENT- 

ATIVES FROM THE AMERICAN BOARD 
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OF PSYCHIATRY AND NEUROLOGY 
WILL MEET WITH REPRESENTATIVES 
FROM THE AMERICAN BOARD OF PE. 
DIATRICS IN THE VERY NEAR FU. 
TURE. FOR THIS REASON, WE WOULD 
LIKE AN IMMEDIATE REPLY FROM 
YOU. 

Within 10 days, replies were received from 
64 persons, and by early October 1958, 127 
persons (71%) had responded. 

Of the original 64 who responded, only 2 
thought there should be no certification in 
child psychiatry. Both of these persons were 
not certified in general psychiatry. Two or 
three suggested joint certification by psychia- 
trists and pediatricians. The overwhelming 
majority, however, approved the recommen- 
dations for 2 years training in general psy- 
chiatry and 2 additional years in child psy- 
chiatry. 

Almost all of the physicians who replied 
to the questionnaire indicated that they were 
in complete disagreement with statements al- 
legedly made by representatives of the pedi- 
atric profession. Several physicians wrote that 
they had been trained originally in pediatrics, 
and then, later, trained in general psychiatry 
and child psychiatry. They thought that pre- 
liminary training in pediatrics might be help- 
ful, but that it should not be used as a sub- 
stitute for training in either general psychiatry 
or child psychiatry. 

An overwhelming group challenged the 
statement that fewer people were entering 
the field of Child Psychiatry and stated that 
their observation indicated that more and 
more pediatricians were entering the field of 
child psychiatry. Some believed that more 
child psychiatrists were being recruited from 
the field of general practice than from the 
pediatric profession. 

Of the 127 child psychiatrists who replied, 
at least 80 to 90% advocated certification in 
child psychiatry, with child psychiatry as a 
sub-specialty under General Psychiatry. 

The American Board of Pediatrics re- 
quested consultation with members of the 
Committee on Child Psychiatry and repre- 
sentatives from these two groups met. As a 
result of this joint meeting an agreement was 
reached to include a pediatrician on the Cer- 
tifying Committee. The pediatrician would 
serve in an advisory capacity and he would 
not participate in the examination of candi- 
dates. 
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The statements of policies of training, ap- 
plication and examination were approved by 
the various Boards and by the Advisory Board 
for Medical Specialties. Finally, in February 
1959, the American Board of Psychiatry and 
Neurology established a Committee on Cer- 
tification in Child Psychiatry. The 6 psychi- 
atrists were appointed for varying periods of 
one, two or three years so that 2 future mem- 
bers would be elected each year. In addition 
to the original 6 psychiatrists appointed on 
this Committee, a representative from the 
American Board of Pediatrics, Dr. James 
Hughes, of Memphis, Tennessee, was also ap- 
pointed. This Committee is appointed by the 
Board and is responsible to the Board and, 
as a Committee of the Board, it operates 
under all the basic policies established by 
that Board. 

“A brochure of information for applicants 
for certification in child psychiatry” has been 
prepared. In the opening paragraph of this 
brochure, the statement is made that a Com- 
mittee for Certification of Child Psychiatry 
was created “to provide a means of identify- 
ing the properly trained and experienced 
Child Psychiatrist from those who claim pro- 
ficiency in this field without adequate back- 
ground and qualifications. 


Additional quotes from the brochure are 
as follows: 


Each applicant for certification in Child Psychiatry 

must establish that: 

(a) He is a physician possessing an unlimited li- 
cense for the practice of medicine in some State 
of the United States or Province of Canada. 

(b) He is of acceptable ethical and professional 
standing. 


(c) He is a Diplomate in Psychiatry of the American 
Board of Psychiatry and Neurology, Inc. (See 
Class of Applicants). 


(d) He has satisfactorily completed the required 
training and experience in Child Psychiatry as 
a specialty. 
CLASS OF APPLICANTS: 


CLASS A: Psychiatrists who have concluded 
their training and who have been continuously 
in full-time practice of Child Psychiatry since 
July 1, 1950, or before, may apply for certifica- 
tion on record (without examination). If the 
major interest and activities of their practice is 
with children or adolescents, this will be re- 
garded as full-time practice of Child Psychiatry. 
Applicants must have been previously certified 
in Psychiatry by the American Board of Psy- 
chiatry and Neurology, Inc., except in those 
instances where this requirement has been 
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waived by the Board for good and sufficient 
reasons. 


This certification is for those who are cur- 
rently in the specialty of Child Psychiatry and 
not for those who have been in the field in the 
past. Applicants who have previously practiced 
in the field of Child Psychiatry, but who have 
left this specialty for other types of practice, 
must show that in the two years preceding ap- 
plication their major interest and activities have 
been in the field of Child Psychiatry. 


The Committee will consider the application 
and ascertain the applicant’s training, expe- 
rience, and contributions in Child Psychiatry 
to determine if his qualifications warrant his 
certification on record. If all is in order, such 
certification will be recommended. Those appli- 
cants not qualifying for such certification will 
then be evaluated by the Committee for eligibil- 
ity for examination. All applications for certifi- 
cation on record must be made in the office of 
the Secretary of the Board on or before April 
26, 1962. All Psychiatrists applying after April 
26, 1962, will be considered as applying for 
certification by examination regardless of 
whether or not they could have qualified for 
certification by earlier application. 

CLASS B: Those Child Psychiatrists not quali- 
fying under the above rules and regulations 
will be considered as applicants for certification 
by examination. Such applicants must satisfy 
the Committee of the adequacy of their special- 
ized training and experience in Child Psychiatry. 
Further, their major interest and activities in 
their current practice must be devoted to psy- 
chiatric problems with children and adolescents. 
Should they have left the field of Child Psy- 
chiatry for other types of practice but otherwise 
fulfill the training and experience requirements, 
they must show that the two years prior to 
application have been in specialized practice of 
Child Psychiatry. 

TRAINING AND EXPERIENCE REQUIRE- 
MENTS: Class B applicants must be Diplomates 
in Psychiatry of the American Board of Psy- 
chiatry and Neurology, Inc. Admission to ex- 
amination requires a total of four years of 
approved psychiatric training and two years of 
experience. Two years of these four years of 
training shall be in child psychiatric training 
programs approved by the Committee. It is ad- 
visable that those seeking the certificate as 
specialists in Child Psychiatry who receive their 
primary training in Psychiatry should have 
training in the pediatric aspects of general medi- 
cine. Such training may be offered in lieu of 
two years of practice experience. 

In the third year of basic training in psy- 
chiatry, the applicant may complete one (1) 
year of the two years of specialized training im 
Child Psychiatry. After completion of basic 
psychiatric training a minimum of one (1) year 
of Specialized Child Psychiatry training must be 
secured in training centers acceptable to the 
Committee. Enough further training in Child 
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Psychiatry in approved specialty programs to 
total a minimum of two (2) years are required. 
Any excess training in Child Psychiatry over the 
required two (2) years or approved residency 
training in Pediatrics may be applied to the 
experience requirements. Otherwise the appli- 
cant must have a minimum of two (2) years of 
specialized practice in Child Psychiatry. In the 
interim he must have achieved certification in 
Psychiatry by the American Board of Psychiatry 
and Neurology, Inc. 

EXAMINATIONS: Examinations will be held 
whenever there are a sufficient number of can- 
didates. These will be oral and/or written ex- 
aminations and will include examinations in 
all areas relating to normal personality develop- 
ment and pathological deviations. It will cover 
any area of developmental disturbances, etio- 
logical mechanisms and therapeutic measures 
and planning. Knowledge of the history and 
literature of Child Psychiatry will constitute a 
part of the examination. The utilization of psy- 
chological testing, contributions of collaborative 
personnel and types of social planning will con- 
stitute a part of the examination. An important 
part of the examination will be the candidate’s 
ability to reason from the material presented 
to him and to organize a practical program of 
therapy and management from these data. 

Should the candidate not be successful in the 
initial examination, he may be re-examined 
within one year after the payment of a $75.00 
re-examination fee. If he does not appear for 
re-examination within one year the application 
lapses, and he may receive further consideration 
only after submitting a new application and a 
new application fee of $50.00. Should a written 
examination be required, the applicant should 
include an additional fee of $25.00. 

Should the candidate not be successful in re- 
examination he must wait for two (2) years 
before submitting a new application. During 
these two years, he must remain in the full-time 
practice of Child Psychiatry as defined above 
and undertake such further preparation which 
will correct the deficiencies which he should 
have noted in his two previous examinations. 


Any candidate who finds himself unable to 
attend an examination to which he has been 
admitted and does not notify the Secretary of 
the Board at least three (3) months before the 
date of examination will forfeit his examina- 
tion fee. Any candidate who has been declared 
eligible for examination and who fails to appear 
for examination within a period of three (3) 
years from the date of submission of application 
shall be required to submit a new application 
and pay the attendant fee. All unused examina- 
tion fees on deposit in the Board Office will be 
forfeited by the Candidate to the Board when 
the application lapses by going out of date. 


In addition to the function of certifying 
physicians in the sub-specialty of Child Psy- 
chiatry, the Committee on Certification has 
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the responsibility of approving training cen- 
ters in child psychiatry. The Committee has 
formulated “A Guide for Training Programs 
in Child Psychiatry.” This guide is not yet in 
its final form. It attempts, however, to estab- 
lish a basic core for the training necessary for 
competence in child psychiatry no matter 
what the eventual area of practice, be it in 
community child guidance, in university 
teaching centers, in research, public health, 
administration, private practice, etc. 

To quote from this guide: 

“The training program should offer a well-bal- 
anced patient load and supervised treatment, 
diagnostic and consultive work with children 
and their parents. The supervisors of training 
should be competent, experienced Child Pasy- 
chiatrists. The clinical material with which the 
fellow-in-training has experience should provide 
not only a wide range of problems of varying 
types and degrees of severity, but also diversi- 
fication of age, social economic status and sex. 
Training should include intensive experience in 
working collaboratively with psychiatric social 
workers and clinical psychologists. There should 
be provision for cooperative consultive work 
with medical facilities for children. There should 
be opportunity for consultive work with various 
child care agencies. During the training expe- 
rience, there should be practical and didactic 
teaching. The areas covered should include the 
practice of Child Psychiatry with diagnosis and 
differential diagnosis, psychiatric treatment 
methods including psychotherapy and collabora- 
tive treatment, normal and pathological develop- 
ment and the literature of the field.” 

This guide then goes into some details as 
to the specific type of training which should 
be provided. Stress is laid on diversification 
of case material with reference to age, sex, 
type and severity of the clinical problems. 
There should be diagnostic, therapeutic, and 
consultation material. The training programs 
should provide opportunities for the trainee 
to utilize community health, welfare and edu- 
cational resources. 


The core of the training experience lies in 
the quality of the supervision of the Fellow’s 
clinical work. It is desirable that in a 2 year 
period the Fellow have experience with more 
than one supervisor and that each trainee 
should have at least 2 hours of supervision 
per week. 

According to the June-August 1960 Mail 
Pouch of the American Psychiatric Associa- 
tion, 285 physicians have applied for certifi- 
cation and 102 have been certified in the 
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sub-specialty of Child Psychiatry up to the 
present time. This includes those members 
who have been certified on record as well as 
those who have been certified after taking 
both a written and oral examination. The 
same issue of the Mail Pouch indicates that, 
up to the present time, 5,352 physicians have 
been certified in Psychiatry, 481 in Neurology, 
and 982 have been certified in both Neu- 
rology and Psychiatry. In all, a total of 6,815 
have been certified by the American Board 
of Psychiatry and Neurology and, as of 
August 1960, 102 have been certified in the 
sub-specialty of Child Psychiatry. This repre- 
sents less than 1.5% of those certified in 
General Psychiatry and Neurology. 

As of this date, only one oral examination 
has been given to candidates. This examina- 
tion was held in Chicago in April 1960. A 
second examination is scheduled to be given 
in Chicago on October 17 and 18, 1960. Many 
persons who have been active in the field of 
child psychiatry have not, as yet, applied for 
certification, and it is hoped that they will 
apply before the cut-off period in April 1962. 
It is to be anticipated that, as more phy- 
sicians realize the opportunities for training, 
research, teaching and therapy in the chil- 
dren’s field, there will be a greater percentage 
of psychiatrists being attracted into this sub- 
specialty. 

The Committee on Certifications has re- 
ceived criticisms from some sources. Some 
psychiatrists who have had no formal train- 
ing in child psychiatry, request certification 
on record because of their present interest in 
the children’s field. Each application is con- 
sidered on its individual merits. Considera- 
tion is given to many factors, including the 
current activities of the physician and his 
contributions presently and in the past as a 
teacher, research worker or therapist in the 
children’s area. Information concerning his 
competence, his ethical standards, etc., is 
sought not only from the physicians he lists 
as references, but also from others in the com- 
munity where he practices. 

If the applicant has been in the children’s 
field for some time but has had no formal 
training, he may be advised that he can 
qualify for examination after taking only one 
year of training. We sometimes permit this 
one year of training to be spread out over 
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a 2 year period. In other instances, we may 
accept a candidate for examination without 
requiring him to take any formal training, 
depending on his professional reputation, his 
apparent competence, and his long activity 
in this area. 

The Committee on Certification in Child 
Psychiatry wishes to stress that a mere in- 
terest in working with children does not 
qualify individuals to work in this field, and 
that the use of social workers and psycholo- 
gists is a basic requirement in dealing with 
the emotionally disturbed child and his par- 
ents. The Committee also believes that train- 
ing in general psychiatry and psychoanalysis 
with psychoanalytic treatment of a number 
of children does not provide an adequate 
basis for this sub-specialty. In the psycho- 
analytic treatment of children, some analysts 
neglect or minimize the importance of socio- 
logic factors, such as the home, the school, the 
church, and the neighborhood. The Commit- 
tee on Certification has as its function the 
setting up of standards for specialized training 
in Child Psychiatry and not in Child An- 
alysis. 


Conclusion 


Fifty years after the creation of the first 
Child Guidance Clinic in the United States, 
Child Psychiatry has been accepted officially 
as a sub-specialty of general psychiatry. A 
Committee on Certification in Child Psychi- 
atry is now functioning as an integral part 
of the American Board of Psychiatry and 
Neurology. 

Members of the Southern Psychiatric As- 
sociation have played prominent roles in var- 
ious phases of child psychiatry for several 
decades; they have served as members, as 
chairmen of committees or as officers of na- 
tional organizations dealing with emotional 
problems of.children. Among these organiza- 
tions are the American Orthopsychiatric As- 
sociation, the American Association of Psychi- 
atric Clinics for Children and the American 
Academy of Child Psychiatry. 

It is to be hoped that the members of the 
Southern Psychiatric Association as well as 
the members of other psychiatric organiza- 
tions, will realize that the Committee on Cer- 
tification in Child Psychiatry is still in an 
early stage of activity, and that it may make 
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mistakes in its selection or rejection of can- 
didates as well as of training centers. Sugges- 
tions and criticisms from psychiatrists are 
solicited. The Committee also hopes that its 
fellow psychiatrists will give backing and sup- 
port to this endeavor to set up and maintain 
standards of appropriate medical care for 
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the emotionally sick children of our com. 
munities. ' 


ro 
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The Routine Use of the Papanicolaou 
Smear in Pregnant Women: 


HUGH M. HILL, M.D., and HARRY PRYSTOWSKY, M.D.,+ Gainesville, Fla. 


The efficacy of the cytologic smear from the cervix of the nonpregnant uterus has been established 
without argument, the same cannot be said for the smear from the cervix in the pregnant woman. 
The authors consider the controversy and offer their findings. They believe study of the pregnant 


woman should be the same as in the nonpregnant. 


THE GREAT VALUE and importance of rou- 
tine Papanicolaou smears in the detection 
of incipient cancer of the cervix in nonpreg- 
nant women is widely accepted. The situa- 
tion in pregnant women, however, continues 
to be a source of debate. 

The experience that we, at the University 
of Florida, have had is limited, for only since 
July 1, 1959, have we routinely obtained a 
smear On every registered gravida. Accord- 
ingly, it was considered advisable to review 
the significant and pertinent literature with 
the hope that the genesis and scope of this 
problem could be brought into sharper 
focus, and perhaps resolution. 


In perusing that which has been written, 
one is apt to experience both surprise and 
confusion. Surprise is precipitated by the 
fact that statistics dealing with the role of 
cytology in pregnancy are, comparatively 
speaking, few in number. This rarity is to 
be contrasted with the many studies carried 
out in nonpregnant women. Of particular 
and more significance, however, is the con- 
fusion which has come about, for astute and 
careful investigators have reached conclusions 
that are contradictory. 

As you well know, there is now no con- 
troversy in regard to the use of the Papani- 
colaou smear in nonpregnant women, and 
its usage might well be considered one of the 
real and significant advances in the field of 
gynecology. Accordingly, it is fitting and 
proper for one to pose the following question 


*Presented at the O 


tFrom the ent of Obstetrics and Gynecology, Uni- 


versity of Florida School of Medicine, Gainesville, 


—why the controversy regarding its routine 
use in the pregnant subject? 

In essence, the debate revolves about one 
critical observation,—it has been demon- 
strated that atypical epithelial changes seen 
in the pregnant cervix are identical in micro- 
scopic appearance to carcinoma in situ as 
observed in the nonpregnant. It is of critical 
importance to establish whether this abnor- 
mality is capable of spontaneous regression 
when the stimulus of pregnancy is removed. 
If gestation per se is able, on the one hand, 
to produce such atypia in epithelium and, 
on the other hand, if these abnormal find- 
ings are reversible when gestation is over, 
then it is obvious that routine cytology in 
the gravid female is of somewhat limited 
value. If, however, abnormal smears obtained 
in pregnancy are indicative of anaplasia as 
seen in the nonpregnant cervix, and if this 
atypia be permanent, then the routine em- 
ployment of Papanicolaou smears in preg- 
nant women is of vital importance and 
should be adopted as a routine procedure. 

To obtain a clear and unprejudiced view- 
point on this question, it is important to 
analyze key reports. The first of these sug- 
gested that atypical changes of the pregnant 
cervix were capable of reversibility. For ex- 
ample, in 1950, Danforth! evaluated the 
squamous epithelium and the squamocolum- 
nar conjunction in 22 pregnant and 46 non- 
pregnant cervices. All of the specimens were 
obtained by total hysterectomy. The find- 
ings are shown in table 1. In his presentation 
Danforth briefly alluded to the previously 
mentioned changes and their relationship to 
carcinoma in situ and concluded with this 
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TABLE 1 
STUDY OF SQUAMOUS EPITHELIUM AND SQUAMOCOLUMNAR 


Junction of 22 Pregnant 


Danforth 


and 46 
- 1950 


Nonpregnant Cervices 


Changes Noted 
Pleomorphism basal nuclei 
Hyperchromatism basal nuclei 
Mitotic figures in basal zone 
Epithelial down growths into stroma 
Active nuclei in midzone 
Squamous metaplasia in S-C junction 
Subepithelial inflammatory reaction in S-C junction 
Multiple nucleoli and clumped chromatin 


Incidence Pregnant vs. 
Nonpregnani Cervix 
2 x greater in pregnant cervix 
2 x greater in pregnant cervix 
5 x greater in pregnant cervix 
2 x greater in pregnant cervix 
6 x greater in pregnant cervix 
2 x greater in pregnant cervix 
2 x greater in pregnant cervix 
Frequent in pregnant cervix 


statement,—‘‘Since the deviations noted in 
pregnancy are hyperactive ones which are 
considered to be for the most part reversible, 
it is suggested that during pregnancy one’s 
attitude toward equivocal or borderline cer- 
vical cancer should be particularly conserva- 
tive.” It is quite pertinent to recall the fact 
that at that time Danforth’s sentiments were 
echoed by eminent leaders in the field of 
obstetrics and gynecology. 

The report of Epperson and _ associates? 
is of interest from several aspects. First, it 
deals with 752 punch biopsies of the cervix 
performed on 286 patients. The authors 
noted no increased incidence of abortion, a 
very important consideration, for many men 
have been concerned with the possible role 
of cervical biopsy in precipitating abortion 
and/or premature labor. Second, this in- 
vestigation beautifully demonstrated the 
changes which are apt to appear in the nor- 


mal pregnant cervix, and it is important to 
have knowledge of these so we do not fur- 
ther confuse the basic issue at hand. Their 
data are presented in table 2. 

In an investigation which included both 
biopsy and smear, Nesbitt and Hellman 
noted the findings presented in table 3. From 
analysis of their data they concluded that the 
smear tended to reveal an abnormality for 
longer periods than the biopsy, thereby 
stressing the importance of the former as a 
tool in the follow-up of suspicious cases. 
They also stated, and justifiably so, that cau- 
tion should be exercised in regard to the 
assessment and therapy of cases of carcinoma 
in situ associated with pregnancy. 

Another very interesting and allied study 
appeared which was concerned with the pro- 
liferation of reserve cells in the cervix dur- 
ing pregnancy. The substance of this paper 
is presented in table 4. Hellman and col- 


TABLE 2 


286 PATIENTS—752 PUNCH BIOPSIES 
Epperson, Hellman, et al.? 


Morphologic changes 


Increased vascularity 
Increased edema 
Cervicitis 

Decidual change 


1. Stroma 


Glandular hyperplasia 


2. Glandular epithelium 


Epithelial hyperplasia 
Adenomatous hyperplasia 


Epidermization 


Increased 


8. Epithelium 4 BCH - 19% 


Increased vascularity 
edema 


negative postpartum 


Intraepithelial cancer-—5 cases— biopsies in all 5 cases 


(follow-up period— 
1% - 20 months) 
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TABLE 3 


HISTOPATHOLOGY AND CYTOLOGY OF CERVIX IN PREGNANCY 
$00 Biopsies and Smears from 300 Patients 


A. Changes noted in biopsy 
1. BCH—6.8% 
2. Gland hyperplasia—23.7% 


8. Gland epithelial hyperplasia—47.4% 
4. Adenomatous hyperplasia—44.1% 


5. Epidermidization—62.7% 


6. BCH in epidermidization—10.7% 
7. Intraepithelial cancer—.66% 


B. Changes noted in smear 


Normal parabasal cells—92.2% 


parabasal cells—20.5% 


7 - 12 weeks postpartum 


} Changes persisted 
for longer period 


laborators also stated there was no evidence 
for the concept that these estrogen induced 
patterns of proliferation had any direct rela- 
tionship to carcinoma of the cervix in the 
human. 

In summary, the previously mentioned re- 
ports have formed the basis of one aspect of 
this argument, i.e., changes which mimic 
carcinoma in situ in the pregnant cervix are 
reversible ones. 

Now let us turn our attention to the other 
side of this unresolved problem. Greene and 
associates® originally reported upon 19 wom- 
en who were pregnant when a tissue diagnosis 
of carcinoma in situ was made. In 16 or 
84.2%, they found a persistence of the ab- 
normal epithelium after the conclusion of 
pregnancy. Accordingly, they advanced the 
opinion that carcinoma in situ in pregnancy 
was not reversible. 

As time elapsed several more reports ap- 
peared in the literature but the debate per- 
sisted. Although some concurred with the 
opinion advanced by Greene and collabora- 
tors, others did not. In this latter group are 
some who actually refuse even to accept a 
diagnosis of carcinoma in situ in the pres- 
ence of pregnancy. 

In 1958, Greene and Peckham® presented 


TABLE 4 


PROLIFERATION OF RESERVE CELLS DURING 
PREGNANCY 


1. During pregnancy, perinatal period, and postmenopausal 
period in patients with endometrial hyperplasia, there oc- 
curs proliferation and hyperplasia of reserve cells of cervix, 
adenomatous hyperplasia, and atypical hyperplasia which 
seem to be related to high levels of endogenous estrogen. 

2. Similar changes noted in patients treated with: 

(a) high doses exogenous estrogen 
(b) feminizing tumors of ovary 

3. Estrogen indiced changes show varying degrees of atypia 
which, as demonstrated in pregnancy, can be so marked as 
to be histologically indistinguishable from carcinoma in situ. 


a second report which included 37 subjects. 
Nineteen of these represented their original 
study group, and they were able to add an 
additional 18. Although this number is ad- 
mittedly small, it was nevertheless the largest 
single collection of patients in whom a tissue 
diagnosis of carcinoma in situ was made dur- 
ing pregnancy. We might add that, to our 
knowledge, it holds this same distinction to- 
day. They found in 13 of their 18 new sub- 
jects persistence and not regression of the 
atypical epithelium, and the period of fol- 
low-up extended from 114 to 39 months. At 
this point it is of real importance to stress 
the fact that the majority of their cases were 
initially discovered by the Papanicolaou 
smear. 


In this same publication, there appeared a 
table which represented a review of cases 
reported by the authors themselves and 
others. The data are shown in table 5. Peck- 


TABLE 5 


INCIDENCE OF PERSISTENCE OF LESIONS AS 
REPORTED IN THE LITERATURE 


Number Number 
Patients Followed Lesions Persisted 
0 


Author 

Epperson, Hellman, et al. 
Nesbitt, Hellman 
Campos and Soihet 
Sheets 

Schleifstein 

Brown and Jernigan 
Petersen 

Carson and Gall 
Mullen and Foraker 
Hamperl, et al. 
TeLinde 

Marsh and Fitzgerald 
Slate, et al. 

Waugh and Pike 
Kawecka 

Greene and Peckham 


0 
0 
2 
2 
3 
3 
2 
8 
4 


1 
7 


1 
1 
7 


les 


29 
Total 90 
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TABLE 6 


REPORTED SERIES OF THE USE OF PAPANICOLAOU 
Smears in Routine Screening in Obstetric Patients 


Number Smears 


Slate, Martin, et al. 5,935 
San Diego 

Duke 8,000 

University of Miami 146 

University of Florida 753 


*BCH=basal cell hyperactivity 
**IEC=carcinoma in situ 


Follow-up 
Postpartum 
(3-18 mos.) 


Number 
Abnormal Smears 


45 


22 — Class III 9 lost 

7 neg. 

4 BCH* 

1 IEC** 

4 BCH 

7 IEC 

1 Ca Cx 

3 BCH 

4 IEC 

2 Ca Cx 

44 IEC (.55%) 
23 Ca Cx 

2 Ca Cx 

2 0 


14 — Class IV 


9 — Class V 


ham and Greene noted there was a “per- 
sistence rate” of 73.8% in this group and 
that in a control series of nonpregnant in- 
dividuals the rate of persistence equalled 
78.5 per cent. For practical purposes these 
figures are identical. The conclusion reached 
was that pregnancy per se had no magic 
power to mimic pre-invasive cancer and that 
such a diagnosis when made in pregnant 
women was a valid one. 

It is truly an interesting paradox to note 
that two groups of able investigators attack 
what is apparently the same problem and yet 
obtain such completely divergent results. 
That as it may be, we feel it is fair to say 
the question remains an unsolved one. But 
it would appear that the pendulum has 
swung in favor of those who maintain that 
the lesion is one and the same, whether the 
patient be pregnant or not. 

Whatever one’s view may be in the con- 
troversy, it is of interest to note that an 
increasing number of Papanicolaou smears 
are being obtained in pregnant women. In 
recent years several excellent reports have 
appeared in the journals, and in table 6 some 
of these results are summarized.729 Unfor- 
tunately the beautiful data obtained by the 
late Dr. Herbert Schmitz are omitted in this 
table, though it is of interest that he and 
his associates reported on the routine use of 
Papanicolaou smears in 10,369 obstetric pa- 
tients.11_ In our humble opinion, the diag- 
nosis of 25 malignancies of the cervix during 


pregnancy, or 1 in every 400, in their series 
is justification enough for the routine use 
of the smear. Furthermore, 13 instances of 
carcinoma in situ were detected. More sig- 
nificant than diagnosis, however, is the fact 
that the authors report that the majority of 
the lesions were early and curable. 


In conclusion, we recommend the practice 
of obtaining a Papanicolaou smear on every 
pregnant patient. It should be part and 
parcel of prenatal care. 
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Coarctation of the Abdominal Aorta: 


Report of a Case and Review of the Surgical Procedures 


MARCUS L. DILLON, M.D., and R. W. POSTLETHWAIT, M.D.,t+ 


Durham, N. C. 


CoARCTATIONS OF THE ABDOMINAL AORTA have 
been found with increasing frequency in re- 
cent years. Of the previously reported cases, 
the coarctations have occurred above the celiac 
axis, involving the celiac axis and/or the 
superior mesenteric artery; at, above and be- 
low the renal arteries; and at the level of the 
inferior mesenteric artery. In the cases report- 
ed by Kondo? and Deterling,¢ associated aber- 
rant atrophic branches from the aorta were 
present distant from the coarctations. Consid- 
erable variation in the degree of coarctation 
has been found. Nine cases of abdominal co- 
arctation have had successful definitive opera- 
tive procedures for this lesion (Fig. 1). 

One unsuccessful case was reported by Al- 
banese and Baila? with a 5 cm. long constric- 
tion extending from the aortic hiatus to a 
level just below the renal arteries. There was 
associated bilateral renal artery stenosis of 2 
mm. diameter, constriction of the origin of a 
common visceral vessel which arose just prox- 
imal to the coarctation, and absence of the 
superior mesenteric and of the inferior mesen- 
teric arteries. A portion of this lesion was re- 
sected distal to the renal arteries and a homo- 
graft inserted which successfully restored the 
peripheral pulses but did not correct the renal 
artery stenosis. The patient died 12 days post- 
operatively of anuria and encephalopathy. 
The authors suggested that the period of oc- 
clusion of the renal artery during the grafting 
procedure precipitated the renal failure. Patel 
and Facquet® were unsuccessful in an attempt 
to bypass a total obstruction and hypoplastic 
aorta distal to the renal vessels by suturing the 
splenic artery into the hypoplastic distal ab- 
dominal aorta. Hypertension was present in 


+From the Department of Surgery, Veterans Administration 
a and The Duke University Medical Center, Durham, 


this case and arteriosclerosis of the renal artery 
was found at autopsy. 

Glenn, Keefer, Speer and Dotter utilized 
the splenic artery to shunt around the coarcta- 
tion which was just above the celiac axis in 
their patient. Depraz® reported a case with a 
2 cm. long coarctation with valve-like thicken- 
ing below the renal arteries without hyperten- 
sion. Thrombosis had occurred and improve- 
ment was obtained by removal of the obstruct- 
ing material. Cooley and DeBakey® resected a 
coarctation which involved and occluded the 
celiac axis. A homograft was used for replace- 
ment. This case is notable in that four months 
earlier they had resected and grafted the distal 
thoracic aorta for acquired occlusive arterio- 
sclerotic change. Gerbasi, Kibler and Margi- 
leth? employed a bypass homograft from the 
distal thoracic aorta to the abdominal aorta, 
between the renal and inferior mesenteric ar- 
teries, around a coarctation involving the 
aorta and the celiac axis. Gustavino and Becu® 
resected a double coarctation of the lower 
thoracic and abdominal aorta and replaced 
the resected segment with an 11 cm. long 
homograft. There were abnormalities in the 
location of the visceral arterial branches. De- 
spite extensive proximal thickening of the 
thoracic aortic wall, the postoperative result 
was very satisfactory with disappearance of 
hypertensive retinopathy, return of pulses in 
the legs and a fall in the arm blood pressure 
from 260/120 to 180/100 mm. of Hg. Hanson, 
Ikkos, Johanson, Rudhe and Senning® report- 
ed a patient with a coarctation 6 cm. long 
which involved the celiac axis, superior mes- 
enteric artery and both renal arteries, with 
these arising from the area of the coarctation. 
This was repaired in an ingenious manner by 
incising the aorta longitudinally and suturing 
a portion of the wall of an aortic homograft 
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FIG. 1 
PRE-OP | METHOD | POST-OP | PERIOD 
AUTHOR | YEAR = LESION | BLOOD OF BLOOD OF 
E PRESSURE | REPAIR |PRESSURE |FOLLOWUP 
19 yr. ARM 
LEG LEG 100 
25yr. V 90 
DEPRAZ | 1953 ARM ARM | 
35 ye ARM ARM 
COOLEY | 1955 |" Y 179 | 3mo. 
LEG LEG 160 
180 
lyr ¥, ARM ARM 100 
GUASTAVINO| 1956 me 10 mo. 
LEG LEG pulse 
present 
180 HO 
; ARM ARM 
GERBASI | 1958 129 | 
LEG not LEG 
obtainable 80 
HANSON | 1959 9 mo. 
Leg 129 LEG 
sey. | ARM ARM — 
ROB 1959 9 9 2 yr. 
LEG ra LEG 130 
IN 
250 140 
ARM ARM 155 
ROB 1959 yr. 
ol LEG not LEG pulse 
obtainable ‘as present 


to the circumference of the aortotomy. They 
believed that the diameter of the branches in- 
volved was increased by dissecting away the 
surrounding adventitial reaction. Two cases 


Successfully treated abdominal coarctations. 


were reported by Rob, D’Alreu and Vollmar.” 
One patient had a 2 cm. long segmental coarc- 
tation distal to the renal arteries. She was re- 
lieved of symptoms by splenectomy and by- 
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passing the coarctation with the splenic artery 
anastomosed to the aorta distal to the lesion. 
Their second case had a 20 cm. long constric- 
tion of the distal thoracic aorta and upper 
abdominal aorta. A homograft was used to by- 
pass this lesion which ended just above the 
renal arteries. An end-to-end anastomosis was 
made proximally, and an end-to-side anasto- 
mosis distally. 


Our patient, whose radiographic findings 
have previously been reported by Martin and 
Yount,!! was found at operation to have sten- 
osis but not occlusion of the celiac artery. A 
Teflon bypass graft was placed from the distal 
thoracic aorta to the abdominal aorta between 
the level of the renal arteries and inferior 
mesenteric artery. 


Case Report 


This 37 year old white man was told by his family 
physician at the age of 9 years that he had some heart 
trouble and should not perform strenuous activity. In 
1943, following discharge from the Service for nervous- 
ness, he was examined at a medical center where he 
was told he had a patent ductus and should “live a 
moderate life.” He did well until 1953 when, because 
of nervousness and abdominal symptoms, he went to 
another hospital. An aortogram was done and he was 
told he had a constriction of his aorta. Following this 
he had numerous episodes of extreme nervousness 
which incapacitated him for work. On Feb. 2, 1957, he 
was admitted to this hospital for psychiatric treatment 
of psychoneurosis and depression. 

Physical examination showed him to be obviously 
depressed in his affect and mood. He was a small, slen- 
der man weighing 133 pounds. Blood pressure was 
212/105 in the right arm, 208/110 in the left arm and 
150/130 in the left lower leg. No femoral pulsations 
were palpable, although a weak left posterior tibial 
pulse was felt. No other pulses were palpable in the 
legs. A very loud, harsh murmur could be heard over 
the abdomen and over the lumbar area posteriorly. 

Several days after admission he developed an anteri- 
or myocardial infarction with pain in the chest and 
shoulder. Three months following this infarction, re- 
trograde aortic catheterization showed a sharp point of 
change in gradient pulse pressure at about the level of 
the first lumbar vertebra. An aortogram was attempted 
but was unsatisfactory. An intravenous urogram was 
normal. After 9 months of psychotherapy for nervous- 
ness and of medical therapy for his myocardial infarc- 
tion, he improved enough for discharge. 

On Jan. 1, 1960, he was readmitted for correction of 
his coarctation. Blood pressure was 172/94 in the left 
arm, 116/80 in the left leg and 120/84 in the right leg. 
There was bilateral grade II retinopathy. A grade I 
precordial systolic murmur was heard. On auscultation 
of the abdomen a systolic bruit was heard, loudest over 


the midabdomen and over the back at level of the first 
lumbar vertebra. 


Accessory clinical findings showed a P.S.P. excretion 
to be 55% at 2 hours. The urine had a specific gravity 
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of 1.015 without sugar, albumin or cells. The plasma 
urea nitrogen level was 12.5 mg. per 100 ml. Other 
chemical findings were within normal limits. A urinary 
concentration test demonstrated concentration to a 
specific gravity of 1.030. A chest x-ray film was essen- 
tially normal without cardiac enlargement. The EKG. 
showed an old anterior myocardial infarction with left 
ventricular hypertrophy and left ventricular strain. A 
retrograde aortogram again demonstrated the finding, 
reported by Martin and Yount,11 of a constriction of 
the aorta at the level of the celiac artery. On this ex- 
amination, however, the inferior mesenteric artery also 
filled well and appeared enlarged. The constriction 
did not involve the superior mesenteric artery or renal 
arteries. The celiac artery was involved in the coarc- 
tation. 


At operation, under hypothermia and general anes- 
thesia, a left thoraco-abdominal approach through the 
bed of the resected ninth rib was used. The diaphragm 
was opened to the aortic hiatus and the distal thoracic 
aorta was exposed. Within the cover of the diaphragm 
the aorta narrowed markedly into two small stenosed 
branches, one ventral—the celiac artery and one dorsal 
—the continuation of the aorta. The ventral branch 
was very small for about 2 cm. and then increased in 
size. On palpation of this vessel a thrill could be felt. 
The dorsal portion extended distally for about 2 cm. 
and, beyond this point, a very harsh thrill could be 
felt. The proximal aorta was normal in size and the 
wall became thickened only at the area of the 
coarctation. The distal part of the aorta was exposed 
from below the renal arteries to just above the inferior 
mesenteric artery and was found to be small in caliber 
with the texture of an infant’s aorta. A Teflon graft, 
a half inch diameter and the same size as the distal 
aorta, was selected and sutured in place below and 
above the coarctation using an end-to-side technic 
(Fig. 2). 

The postoperative course was benign. Following 
operation he has done well with all pulses in his lower 
extremities of good quality. A marked improvement in 
his psychologic disturbance has been evident. Although 
he had noticed no difficulty with maintaining an 
erection prior to operation, he has noticed a marked 
increase in this ability since operation. His blood 
pressure has varied from 120/70 to 165/85. The systolic 
murmur heard over the abdomen and lumbar area is 
still present. On examination 6 months after oper- 
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ation he has continued to do well. At this time, the 
blood pressure in the arm was 150/80 and in the leg 
140/80 mm. of Hg. 


Discussion 


Coarctations of the abdominal aorta are 
variable in both location and length. It be- 
comes apparent from a review of the reported 
cases that secondary renal hypertension is the 
inevitable serious consequence of the abnor- 
mality if it occurs at, or above the renal ar- 
teries. Many associated vascular lesions have 
been reported, such as hypoplastic major aor- 
tic branches distant from the coarctation, an- 
eurysms of the renal artery, atherosclerosis 
proximal to the lesion, and intimal prolifera- 
tion about aortic branches associated with the 
coarctation. If the coarctation is sufficiently 
narrow, symptoms of peripheral vascular in- 
sufficiency may be present in the lower ex- 
tremities, and impotence may develop as with 
the Leriche syndrome. Burst, Howard, Bryant 
and Godwin!? emphasized the pathologic al- 
teration of intimal proliferation about the 
renal artery orifices as a result of turbulent 
flow, even in relatively mild coarctations. 
Burst has included a case reported by Pou- 
tasse, Humphries, McCormac and Corcoran,}8 
in which the patient had bilateral renal artery 
stenosis successfully treated by homografts of 
the renal arteries bilaterally as an example of 
minimal abdominal coarctation. 

The surgical importance of this disease is 
apparent. These patients develop secondary 
renal hypertension at an early age, which pro- 
gresses to a fatal termination but is reversible 
by the proper surgical treatment. The symp- 
toms are those secondary to hypertension and 
diminished peripheral blood flow. The signs 
of importance are hypertension, with a dis- 
crepancy in the normal relationship between 
the blood pressure in the arms and legs, and 
the presence of a bruit over the abdomen and 
lumbar region. 

Aortography is necessary despite the fact 
that some risk is always involved. The risk can 
be reduced to a minimum, however, by taking 
proper precautions. Aortography may have to 
be done by a number of different approaches 
in order to visualize the entire lesion. 
Successful operative procedures have had in 


SOUTHERN MEDICAL JOURNAL 


MARCH 196] 


common the restoration of adequate blood 
flow beyond the coarctation. Sympathectomy 
has not been satisfactory in the few cases in 
which it has been tried.*1°14,15 When secon- 
dary renal hypertension exists, it has been re. 
versible by restoring normal renal blood flow. 
As yet no difficulties have been reported from 
diminished blood supply to the viscera. This 
is a possibility, however, in view of the rela- 
tive frequency of involvement of the visceral 
vessels in the abnormality. 


Summary 


A case of abdominal aortic coarctation in- 
volving the celiac artery in which treatment 
was successful by inserting a Teflon tube by- 
pass graft is reported. A review of 10 cases and 
the surgical treatment of the abnormality is 
presented. 
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~ | Surgical ‘Treatment of Psychomotor 
= Epilepsy: Five Year Follow-up* 


PERCIVAL BAILEY, M.D.,t Chicago, Il. 


BR SEE SY FRB See SF 


The author reports satisfactory results in a goodly proportion of patients having psychomotor 
epilepsy and in whom anterior temporal lobectomy had been done. 


Ir SHOULD BE STATED AT THE ONSET that this 
study is not concerned with so-called “tem- 
poral lobe epilepsy” in general, but solely with 
that form of epileptic attack in adults origi- 
nating in the temporal lobe and which is 
called psychomotor, as described by Gibbs, as- 
sociated with a spike focus in the anterior 
temporal area. The discovery of this associa- 
tion, especially to be found in sleep, led him 
to suggest that surgical attack in such cases 
might be fruitful. Consequently, on March 12, 
1947, the anterior temporal region of a patient 
with such a syndrome was exposed and a spik- 
ing focus in the middle temporal gyrus, lo- 
cated by electrodes placed on the surface of 
the brain, was removed. The result was en- 
couraging—this patient is still alive and well 
with only a rare abortive attack. ; 
Unfortunately subsequent experiences with 
such localized extirpations were not so favor- 
able. It was found necessary to explore elec- 
trically the depths of the lobe, and the under- 
surface also, so that by Jan. 1, 1948, we had 
arrived at a standard extirpation which we 
varied but slightly thereafter. Up to April 13, 
1954, 72 patients had been operated on in this 
way at the Neuropsychiatric Institute of the 
University of Illinois. Preliminary reports of 
our results have been published from time to 
time but we have always intended to publish a 
final study based on cases which have gone for 
at least 5 years after operation.2* For this 
study we have chosen 60 patients of the total 
72. Twelve were eliminated because the opera- 
tion was incomplete (moreover, 7 of these 
died before the lapse of 5 years—1 of organic 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Fourth Annual Meeting, 
St. Louis, Mo., Oct. 31-Nov. 3, 1960. 

{Director of Research, Illinois State Psychiatric Institute, 
Chicago, Ill. 


This study was supported by the Mental Health Fund of the 
State of Illinois. 


heart disease, 1 of bronchopneumonia, 2 of 
skull fractures, 1 of an obstructed oesophagus 
from swallowing lye, 1 in status epilepticus 
and | run over by a train). 


Of the 60 patients selected, 47 had a stand- 
ard extirpation of the anterior portion of one 
temporal lobe, extending from the island 
superomedially to the fissura rhinalis ven- 
tromedially, in depth to open the lateral ven- 
tricle and expose the hippocampus and extend- 
ing posteriorly 5.5 cm. from the tip of the lobe. 
In 8 others the extirpation was extended medi- 
ally into the island, into the amygdala or pos- 
teriorly beyond 5.5 cm. Also, in 5 cases a sub- 
sequent extirpation was made of the pole of 
the opposite temporal lobe. We will discuss 
later the possible effects of these extensions 
on the results. 

The early operations were done by me with 
the assistance of Dr. John R. Green, the later 
ones by Dr. Luis Amador or Dr. Oscar Sugar. 
The electroencephalographic examinations at 
operation were usually made by Dr. Frederic 
Gibbs, at other times in his laboratory. The 
patients were studied psychologically by Dr. 
Marianne Simmel and her assistants in most 
cases; a few were examined by Dr. Ward Hal- 
stead. The patients were studied psychiatric- 
ally by Dr. George H. Pollock or Dr. H. M. 
Visotsky. The patients were examined before 
operation, 3 months postoperative, one and a 
half years postoperative, and 5 years postopera- 
tive approximately. With two exceptions, due 
to the enthusiastic optimism of a young sur- 
geon, they had all been thoroughly and un- 
successfully treated with drugs. 

There were no operative deaths; 2 of the 60 
patients died after a lapse of 5 years, one of 
bronchopneumonia and the other of skull frac- 
ture. The complications of the operation were 
few and unimportant; they have been listed 
elsewhere.* 
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It should be stated here that the difficulties 
of establishing accurate statistics in such a 
study are great. We have reason to believe that 
many of the patients are unreliable witnesses 
and have tried in every case to obtain confirm- 
atory evidence from relatives, physicians and 
friends. 

It should be remembered also that these 
patients were operated on primarily in the 
hope of stopping their psychomotor attacks, 
in the hope also that no considerable defects 
of neurologic function would be produced by 
the extirpation. It is necessary, therefore, to 
prepare four statistical tables as follows: 


1. Psychomotor Attacks 


Greatly improved 18 30.0% 
Improved 2 38.3% 
Unimproved 19 31.7% 
2. Major Convulsions 

Greatly improved 28 56.0% 
Improved 2 10.0% 
Unimproved 17 34.0% 
Never had any 10 

3. Psychiatric Symptoms 
Greatly improved 2 5.6% 
Improved EZ 30.2% 
Unimproved 34 64.2% 
Never had any 7 

4. Electroencephalogram 
Greatly improved 15 25.0% 
Improved 24 40.0% 
Unimproved 21 35.0% 

Discussion 


The most unexpected result was the sup- 
pression in so many cases of the major convul- 
sions. The percentage should probably be 
larger for the following reason: all patients 
were kept from the day of operation on a 
standard dosage of 0.065 Gm. of phenobarbital 
and 0.1 Gm. of diphenythydantoin (Dilantin) 
t.i.d., with the intent of preventing the im- 
mediate postoperative major convulsions 
which frequently occur and are so upsetting 
to the morale of the patients, even though 
they are forewarned. Even so, 7 patients had 
general convulsions in the immediate post- 
operative period. The patients were dis- 
charged on the same dosage, knowing full well 
that, sooner or later, they would all try to get 
along without it. Some are customarily care- 
less about their medication, some will con- 
tinue to experiment with alcohol, and others 
have to be given heavier medication. We are 
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reasonably sure of only two patients who are 
completely free of attacks or any other symp. 
toms without any medication whatever. 

It is very evident from scrutiny of the rec. 
ords that there is a definite correlation be. 
tween improvement of the psychomotor at. 
tacks and improvement of the electroenceph. 
alogram. This is also the opinion of Gibbs, 
Amador and Rich.5 It is now quite obvious 
that the best results are obtained on patients 
with a sharply localized focus in one temporal 
lobe. This is confirmed by the experience of 
Falconer, Hill, Meyer and Wilson.® Extension 
of the spiking to the frontal lobe or the pres. 
ence of an independent focus in the opposite 
temporal lobe indicates that the results will be 
less favorable, although some improvement of 
the psychomotor attacks may be obtained in 
such patients also. We do not have a sufficient 
number of patients in whom the extirpations 
were extended into the amygdala or island to 
be able to make any important statement con- 
cerning the effects of such extensions. We can 
say only that, in those instances in which such 
extensions were made at a subsequent opera- 
tion, no clear improvement was obtained. We 
might also call attention to our disappoint- 
ment with electrical examination of the bed of 
the extirpation at the primary operation. One 
may find no abnormal spiking during the op- 
eration only to have it appear in the EEG. 
three months later. It is much more reliable 
to attempt to determine the extent of the path- 
ologic electrical disturbance before operation. 

In regard to the psychiatric symptoms it is 
evident that improvement is obtained of such 
reactive symptoms as irritability, aggressivity, 
depression, lethargy, destructiveness, com- 
bativity or suicidal attempts (19 cases). When- 
ever the symptoms include such definite psy- 
chotic manifestations as hallucinations, para- 
noid ideas, or delusions (34 cases) little or no 
improvement is to be expected. Such patients 
have deteriorated steadily. They should never 
be operated on. 

The absence of untoward results in the 5 
cases with bilateral temporal operations can 
doubtless be explained by the limited extent 
of the extirpations which did not extend into 
the “visceral brain.” Our knowledge of the 
results of the experiments of Kluver and Bucy‘ 
made us cautious; others have had more te- 
merity.§ In our cases the second operation re- 
sulted only in some hyperactivity in 2 cases 
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and, in one, transitory increase in sexual 
drive. 

In the course of operation numerous scars 
and glioses were seen but, since the extirpa- 
tions were made mostly by suction, not too 
much can be said about the pathologic change. 
The limited extirpations en bloc have been 
examined and reported by Scharenberg.® In 
addition, a meningioma,” astrocytomas and a 
demyelinizing encephalitis were found. 

The numerous and laborious psychologic 
examinations have not revealed any significant 
defects produced by extirpations. Details of 
these tests may be found in the papers of 
Simmel and Counts,!° and of Halstead.1! De- 
fects found by other observers are probably to 
be explained by the greater extent of the ex- 
tirpations.12 

There are not many studies in the literature 
of series of extirpations as restricted as ours. 
The experience of Guillaume, Mazars and 
Mazars!8 with their 33 cases seems better than 
ours but the survival period is not as long. 
The experience of Green and associates! is 
not much different from ours, if it is remem- 
bered that only 28 of their 38 patients were 
examined after 5 years; their figures were 
based on the entire series of 38 patients. 

Reports of series of more extensive extirpa- 
tions indicate that the mortality and morbid- 
ity are increased but worthwhile results may be 
obtained with a greater percentage of pa- 
tients.6.15-19 

Summary 


A series of operations for psychomotor epi- 
lepsy by anterior temporal lobectomy has been 
reported. Allowing for the difficulties of 
making a statistical study of such material 
with vague classification as, “greatly improved, 
improved and unimproved,” allowing also for 
the unreliability of the patients’ reports, it 
seems evident that the operations which have 
been used can be performed with a negligible 
mortality and morbidity, no noticeable psy- 
chologic deficits, and improvement of many 
behavioral disturbances. The psychomotor at- 
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tacks can be suppressed (with a small amount 
of medication) in a third of the cases and con- 
siderably improved in another third. Major 
convulsions are also abolished or greatly re- 
duced in half of the cases. For patients prop- 
erly chosen the operation can be recommended. 
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Mastotympanic Surgery: An Evaluation 


of Procedures and Results* 


BEN H. SENTURIA, M.D., BENJAMIN ROSENBLUT, M.D., and 
ROBERT GOLDSTEIN, Ph.D.,f St. Louis, Mo. 


The authors discuss those surgical technics which seem to offer the best results in terms of a 
dry ear and at the same time preserve or even enhance hearing. 


Introduction 


IN RECENT YEARS the otologist, whose main 
preoccupation has been the complete eradica- 
tion of otologic disease, has begun to approach 
the problem of middle ear surgery with a 
somewhat different point of view. Although 
still giving first importance to the necessity of 
obtaining a clean, dry ear, major considera- 
tion is now also given to the preservation or 
restoration of hearing. New technics have been 
evolved to preserve or improve the hearing in 
the diseased ear.1-7 


The following is a presentation of the re- 
sults of ear surgery performed during the last 
3 years utilizing these new approaches. When- 
ever possible and without jeopardizing the 
ultimate goal, surgical technics were used to 
preserve or to improve the existing hearing. 


Terminology 


In attempting to classify our surgical pro- 
cedures and to evaluate the results, it was 
found desirable to use terms which would 
more accurately describe the operation per- 
formed. Therefore the following terms were 
used: * 

Mastoidectomy. Complete removal of the 
diseased tissues from the mastoid process of 
the temporal bone. 

Tympanotomy. Exposure and examination 
of the middle ear in order to permit removal 
of granulations, secretions or polyps without 
disrupting the ossicular chain. 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Fourth Annual 
Meeting, St. Louis, Mo., Oct. 31-Nov. 3, 1960. 

+From the Department of Otolaryngology, The Jewish Hos- 
pital of St. Louis, St. Louis, Mo. . 


This study was aided by a grant from the Beaumont Foun- 
dation. 


*The complete classification includes antrotomy and _ atti- 
cotomy. 
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Tympanectomy. Removal of diseased bony 
walls, ossicular remnants and infected soft 
tissues from the middle ear. 

Tympanoplasty. Applications of skin grafts 
of various types to remaining portions of the 
tympanic membrane, ossicular chain or the 
medial tympanic wall.1 

It follows, then, that a mastotympanotomy 
with Type I tympanoplasty consists of a 
simple mastoidectomy, exposure and exami- 
nation of the middle ear followed by a skin 
graft over a perforation of the tympanic mem- 
brane. A mastotympanectomy with Type IV 
tympanoplasty is an exenteration of the cells 
in the mastoid process, removal of the in- 
fected ossicular remnants, and the application 
of a skin graft to the medial tympanic wall to 
form a continuous air space (‘‘pauke”) over 
the round window and the eustachian tube. 


Surgical Treatment 


The findings in 52 consecutive patients on 
whom satisfactory postoperative data are avail- 
able are presented. Two had operations on 
both ears and two had subsequent operations 
making a total of 56 procedures. 

Various surgical technics were employed, in 
accordance with the extent of the pathologic 
process found in the middle ear. In many in- 
stances, it was possible to perform reparative 
surgery. In some cases, however, the amount 
of damage was such that no immediate re- 
habilitative procedure appeared advisable, 
and a complete mastotympanectomy had to be 
performed. 


There were some cases in which the type of 
operation to be performed could be predicted 
in advance; this is especially true of cases of 
Type I tympanoplasty. In the great majority, 
however, the procedure to be followed was 
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TABLE 1 TABLE 3 
TYPE OF SURGERY AND NUMBER OF EARS IN WHICH NUMBER OF EARS CULTURED 
CHOLESTEATOMA WAS FOUND 
Pre- and postoperative 18 
: umoer wt Preoperative only 10 
Type of Operations Ears Cholesteatoma 9 
Mastotympanotomy 10 4 pee 
“ with tympanoplasty—Type I 8 0 Total 37 
“ with tympanoplasty—Type II 6 1 
Mastotympanectomy 12 4 
“ with tympanoplasty—Type III 10 5 persisted, regardless of cause, were catalogued 
“ with tympanoplasty—Type IV 10 7 as poor. 
Total number of cases 56 21 


not determined until the ear was examined at 
the operating table and a careful appraisal of 
the pathologic changes was made. 

It is sometimes very difficult to make a dif- 
ferential diagnosis between chronic otitis 
media which is temporarily dry but with a 
concealed lesion, and healed chronic otitis 
media. We believe that the distinction is very 
important because it will dictate a different 
surgical approach in each type. 

In table 1 is presented the number of ears 
in which cholesteatoma was found at opera- 
tion and the type of operation performed. 
Many of these were undiagnosed preopera- 
tively despite careful otoscopic and x-ray 
evaluations.®.® It is interesting that over a 
third (38%) of the cases revealed cholestea- 
toma at the time of operation. 

As in the past, the main objective of sur- 
gery in a case of mastoid and middle ear in- 
fection is to obtain a safe, dry ear cleansed of 
diseased tissues. An arbitrary period of 4 
months was established as the maximum limit 
of postoperative care necessary to obtain a dry 
ear. The operative sites healed and dry during 
this time were judged as good. Those whose 
postoperative condition was good but in whom 
care had been prolonged beyond 4 months 
because of recurrent moisture were judged 
fair. Finally, the cases in which a dry ear was 
not obtained and the drainage or granulations 


TABLE 2 
TYPE OF OPERATION AND RESULTS OBTAINED 


Results 

Type of Operation Cases Good Fair Poor 
Mastotympanotomy 10 6 2 2 

“with tympanoplasty—Type I 8 8 

“with tympanoplasty—Type II 6 3 1 2 
Mastotympanectomy 12 9 3 

“with tympanoplasty—Type III 10 6 3 1 

“with tympanoplasty—Type IV 10 8 2 

Total number of cases 56 40 6 10 


As may be seen in table 2, a fair to good 
result was obtained in 46 of 56 ears (approxi- 
mately 82% of the cases). Mastotympanotomy 
gave good results in 17 of 24 cases (71%), fair 
in 3 and poor in 4 cases. It is interesting that 
mastotympanectomy gave good results in 23 
out of 32 (72%), fair in 3 and poor in 6. One 
would have assumed that the more extensive 
procedures would not have provided as good 
results as did the simpler operation. 

The best results were obtained in the 8 
cases in which a mastotympanotomy with 
Type I tympanoplasty was performed. On the 
other hand, with the same type of mastoid 
operation but with a Type II tympanoplasty 
there was one fair and 2 poor results. 

Bacteriologic studies were performed on 37 
of the patients. Cultures were not requested 
routinely; instead mainly those cases were 
selected in which special attention was di- 
rected toward persistent otorrhea. In tables 3, 
4 and 5, the number of ears cultured, and the 


TABLE 4 
BACTERIOLOGIC FINDINGS IN 37 EARS 


Microorganisms Preoperative Postoperative 
Pseudomonas sp. 10 9 
Proteus sp! 1 2 
Other enteric gram-negative bacilli 3 1 
Micrococcus sp. 12 13 
Bacillus sp. 3 2 
Diphtheroids 5 7 
Fungus 2 2 
No growth 1 2 
TABLE 5 


BACTERIOLOGIC STUDIES IN 18 EARS WITH BOTH 
PRE- AND POSTOPERATIVE CULTURES 


Preoperative Postoperative 
8 


Microorganisms 

Pseudomonas sp. 

Proteus sp. 

Other enteric gram-negative bacilli 
Micrococcus sp. 

Bacillus sp. 

Diphtheroids 

Fungus 

No growth 
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bacteriologic flora of pre- and postoperative 
cultures are presented. In the 18 ears in which 
both pre- and postoperative cultures were ob- 
tained, the incidence of gram-negative bacilli 
was particularly high and persisted into the 
postoperative period in over one half of the 
ears. It is interesting that Pseudomonas sp. 
was found in many of the cases where grafting 
with a split-thickness graft was unsuccessful. 


Grafts. Various types of grafts were used in 
these operations, including pedicle, split- 
thickness (Thiersch), and full-thickness grafts. 
In most instances, two or more different types 
were used in the same ear. 


In the majority of cases a pedicle graft from 
the skin of the external canal was prepared by 
making a coronal incision at 12 o’clock in the 
superior canal joining another incision 2 mm. 
from and parallel to the annulus. The graft 
was rotated over the facial ridge into the tip 
of the mastoid cavity. 

Full-thickness skin grafts from the initial 
incision were taken from the postauricular 
region and were immediately placed in ci- 
trated blood and transferred to the refrigera- 
tor. When the bone surgery was completed, 
the graft was cut to size and the subcutaneous 
tissues were removed before its application to 
the region of the middle ear. 

Full-thickness grafts taken from the skin of 
the external auditory canal were removed 
after the completion of the bone work so as to 
maintain a blood supply as long as possible; 
and no thinning was performed. 

The results of skin grafting with the 
Thiersch graft in 34 cases are presented in 
table 6. The analysis of this data shows a 
relatively low percentage of “takes” for split- 


TABLE 6 


RESULTS WITH PARTIAL THICKNESS 
(THIERSCH) GRAFTS 


Results 

Type of Operation Cases Good Fair Poor 
Mastotympanotomy 5 4 0 1 
with tympanoplasty—Type I 3* z 0 1 
with tympanoplasty—Type II | 0 3 
Mastotympanectomy 7 2 0 5 
“* with tympanoplasty—Type III 6+ 4 1 1 
‘* with tympanoplasty—Type IV OT 5 2 2 


*To cover perforation (1 case): to cover external canal (2 
cases). 


**For bowl and external canal. 


+To cover middle ear (1 case): for bowl and external canal 
(5 cases). 


++Covering middle ear and/or mastoids. 
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TABLE 7 


RESULTS WITH FULL-THICKNESS 
(POSTAURICULAR) GRAFTS 


Results 
Type of Operation Cases Good Fair Poor 
Mastotympanotomy 1 1 0 
“* with tympanoplasty—Type I 5 4 
“‘ with tympanoplasty—Type II 4 4* 
Mastotympanectomy + 2 
“* with tympanoplasty—Type III 3 1 
with tympanoplasty—Type IV 2 


“ 


*Two cholesteatomata developed postoperatively in each of 
these categories. 


thickness skin grafts. In the cases of masto- 
tympanectomy, usually performed in the more 
severely infected cases, the results were the 
poorest. In tympanoplasties, Types I, II or III, 
the Thiersch graft was used mainly to graft 
the bowl and the donor site of the external 
ear. It was applied to the perforation in one 
Type I and in another Type II tympanoplasty 
with good results in both instances. 

Full-thickness skin grafts obtained from the 
postauricular region were used in 19 cases. 
The results in the different types of operation 
are shown in table 7. 

In general the full-thickness grafts took 
promptly in all cases. In 4 instances (2 in Type 
II tympanoplasty and 2 in Type IV tympan- 
oplasty) cholesteatoma developed postopera- 
tively and the skin graft was removed. It is 
noteworthy that both sides of two of the re- 
moved grafts were found on microscopic serial 
sections to be covered with epidermis. 

Free full-thickness grafts obtained from the 
skin of the external canal were used in 5 in- 
stances and in all of them a good “take” re- 
sulted (Table 8). 

In 6 cases of Type III tympanoplasty, the 
remnants of the drum were placed over the 
stapes to obtain a myringostapediopexy (colu- 
mella effect). In 4 instances there were good 
results and in the other 2 the results were only 
fair. In 2 cases of Type IV tympanoplasty the 


TABLE 8 


RESULTS WITH FULL-THICKNESS SKIN GRAFTS FROM 
AUDITORY CANAL 


Tympanoplasty 

Type I To cover perforation 

Type II To cover perforation 

Type III Over middle ear 
mastoid 

Type IV Over middle ear 
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drum was used to shield the round window 
with good results. 


Audiometric Results 


The speech threshold was used as the index 
of the patient’s hearing. In the cases in which 
only pure tone thresholds were measured, a 
good estimate of the speech threshold value 
was obtained by averaging the two better 
thresholds of the frequencies 500, 1000 and 
2000 cps. 

In table 9 average results for the pre- and 
postoperative speech thresholds are presented 
for the different types of operation. 

Although in an over-all perspective there 
does not appear to be a great improvement in 
hearing after operation, a study of the indi- 
vidual cases shows appreciable improvement 
in some instances. An important observation 
is that with the use of conservative or repara- 
tive technics, even in the cases in which no 
improvement was achieved, the hearing was at 
least preserved at the preoperative level. This 
would not have been possible if so-called radi- 
cal surgery had been performed. 

There is apparently no question about the 
good results obtained with mastotympanotomy 
and tympanoplasty Type I and II. In these 
cases, in the presence of a clean, dry ear, the 
hearing level was preserved or even improved 
over the preoperative values. 

The Type III tympanoplasty provided a 
few cases in which very good functional results 
were obtained, but the over-all improvement 
was not as good as anticipated. In some in- 
stances there was no significant improvement 
in hearing. The average postoperative audio- 
metric result in Type IV tympanoplasty did 
not differ considerably from the preoperative 
levels. 

Our preoperative average threshold for 
speech in the cases with an intact chain was 


TABLE 9 


AVERAGE SPEECH THRESHOLDS FOR VARIOUS TYPES 
OF OPERATION (IN DB) 


Type of Operation Preoperative Postoperative 


Mastotympanotomy 20 15 
“ with tympanoplasty—Type I 10 4 
‘ with tympanoplasty—Type II 20 14 
Mastotympanectomy 42 50 
“with tympanoplasty—Type III 40 35 
* with tympanoplasty—Type IV 37 35 
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TABLE 10 


AUDIOMETRIC RESULTS 
(10 OR MORE DB DIFFERENCE) 


Type of Operation 
Mastotympanotomy 
with tympanoplasty—Type I 
with tympanoplasty—Type II 
Mastotympanectomy 
with tympanoplasty—Type III 
with tympanoplasty—Type IV 


Cases Better Same Worse 
0 


nae 


13 db; in the cases with an interrupted 
(broken) chain, it was 40 db. However, when 
we analyzed separately the cases with and 
without cholesteatoma within the group of 
broken chains, it was found that the speech 
threshold was on the average 10 db poorer 
in the cases without cholesteatoma (46 db) 
than in the cases with it (36 db). 

In table 10, a more detailed analysis of the 
functional results for the different types of 
operation is presented. A difference of 10 db 
between the preoperative and postoperative 
levels was arbitrarily considered as a signif- 
icant change. 


Discussion 


Much has been learned from this pre- 
liminary evaluation of the so-called modern 
methods and technics used in mastotympanic 
surgery. It is clear that the primary goal of 
eradication of disease is sometimes compro- 
mised by the hope of preservation of hearing, 
and the surgical technic used for the restora- 
tion of hearing at times results in a sequence 
of events which unfortunately destroys the 
structures important for the hearing func- 
tion.10 

The natural desire to preserve an intact 
chain or to perform reparative surgery will, 
in some instances, lead to an insufficient re- 
moval of diseased tissue. Under such circum- 
stances one is apt to gamble on the possibility 
of a dry ear, and if a focus of infection re- 
mains further surgical exenteration of the dis- 
ease may be required. 

We now believe that preoperative cultures 
should be taken routinely for several reasons, 
the most important of which is for the deter- 
mination of the presence of gram-negative 
bacilli. The number of good results would 
have been increased materially, had we pos- 
sessed a better knowledge of prophylaxis and 
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control of the enteric group of gram-negative 
bacilli found in the pre- and postoperative 
cultures. 

It is evident, from our experience with the 
treatment of diffuse external otitis, that it is 
almost impossible to eliminate gram-negative 
bacilli from the external auditory canal fol- 
lowing an acute infection.1! Since it is un- 
likely, therefore, that these same organisms, 
present in the external and middle ears and 
mastoid can be eliminated at the time of 
operation, it now appears undesirable to graft 
an ear in which Pseudomonas appeared in the 
preoperative cultures. If skin grafting is neces- 
sary, it is suggested that the cavity be packed 
with gauze impregnated with a polymyxin 8 
ointment or some medicament active against 
gram-negative bacilli. 

It is our impression that the number of 
good results can be increased if certain changes 
are made in the postoperative care of our 
patients. For instance, treatment during the 
first postoperative month should be made 
under sterile conditions to avoid secondary 
contamination of the ear. Although it would 
appear desirable to do postoperative dressings 
at the hospital, it is possible to do these dress- 
ings in the office by utilizing a surgical oto- 
scope,® and sterile cotton applicators, forceps 
and suction. 


In general, the results of skin grafting are 
not as good as anticipated. Our findings throw 
some doubt upon the desirability of using im- 
mediate Thiersch grafts in the severely in- 
fected mastotympanectomy cases. This might 
be explained by the recent evidence which 
shows that a protease is elaborated by the 
Pseudomonas organisms.!? It is conceivable 
that this widely prevalent organism is respon- 
sible for the failure of the Thiersch graft to 
“take” in recently infected cavities. 

It appears from these data that the use of 
the full-thickness skin graft should be re- 
stricted to the cases of Type I tympanoplasty. 
When applied to a clean, dry ear this type of 
graft gave very fine results. The only immedi- 
ate poor result in our cases was caused by the 
patient who blew her nose strongly and dis- 
placed the graft from the drum. 

Although, on first glance at table 7, the re- 
sults in the cases of Types II, III or IV tym- 
panoplasty with full-thickness grafts appear 
good, the later developments vitiate these find- 
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ings. The only ears in which cholesteatoma 
developed from the graft were those with full. 
thickness grafts to the middle ear. It is our 
impression that cholesteatoma would not de. 
velop if the construction of an air-containing 
space was avoided until it is certain that a 
dry well-epithelialized middle ear has been 
obtained. 


It is considered that our results with full. 
thickness grafts taken from the external audi- 
tory canal are encouraging despite their small 
number. If the development of cholesteatoma 
is encouraged by thinning the skin graft and 
thereby cutting across the squamous-lined fol. 
licular canals, then the use of the very thin 
skin of the ear canal will circumvent this 
problem. 

The doubts about the justification for the 
special grafting used in Type IV tympano 
plasty remain unresolved. The occasional good 
result makes it necessary to seek an improve- 
ment in the technics and a better understand- 
ing of the acoustic principles involved. It is 
likely that the rapid developments in the use 
of middle ear protheses will permit the con- 
version of Type IV cases into more successful 
myringostapediopexies. 

The possibility that the preoperative audio- 
metric findings might provide an efficient way 
to indicate, in advance, the type of operation 
to be performed has been under discussion for 
a long time. The present data does not help 
very much in this respect. The greater the 
damage, the poorer the hearing, is still a valid 
assumption as a general principle. There are, 
however, many exceptions to this rule that 
prevent its general clinical use. 


A cholesteatoma in many instances seems to 
provide a “columella effect,” and in some of 
our cases with broken chains, the hearing 
level has been almost as good as in those with 
intact ossicular chains. In these cases a pre- 
operative choice of a surgical technic made on 
the presumption of an intact chain, based on 
the audiometric findings, would be completely 
erroneous. 


There have been only a few reports of the 
development of cholesteatoma secondary to 
tympanoplastic procedures.!2 It is conceivable 
that a certain number of cholesteatomas will 
invariably occur if the cavities are covered 
with a skin graft, regardless of the care with 
which microsurgery is performed. In addition, 
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it has been said that cholesteatomas which 
appear postoperatively were present but un- 
discovered preoperatively. 

Neither of these arguments would appear to 
apply in our cases, since with but few excep- 
tions we followed the rule that all cholestea- 
tomatous areas were meticulously cleaned and 
were not skin grafted. We are forced to the 
conclusion that the moist middle ear is a site 
of predilection for metaplasia of the muco- 
periosteum lining the middle ear. Our histo- 
pathologic studies of the serial sections of the 
removed grafts suggests that the epidermis 
grows around the periphery of the graft onto 
the medial surface, thus forming a surface 
which exfoliates keritanized debris which 
eventually fills the tympanum and erodes the 
ossicles. 

Summary and Conclusions 


1. The primary objective of middle ear 
and mastoid surgery is to obtain a clean, dry 
ear free from disease. It is shown that within 
this limitation, preservation and restoration 
of hearing can be accomplished. 

2. A descriptive classification of mastoid 
and middle ear surgical procedures is pre- 
sented to permit adequate evaluation of the 
data on 56 consecutive operations performed 
during the past 3 years. 

3. Cholesteatomatous changes were found 
at the time of operation in approximately 
38% of the ears. 

4. Some 82% of the ears were shown to 
have fair to good over-all results after a four 
month postoperative period. There was little 
difference between those ears on which masto- 
tympanotomy or mastotympanectomy was per- 
formed. 

5. The number of preoperative cultures 
which showed gram-negative bacilli and their 
persistence into the postoperative period was 
surprisingly high. 

6. Partial, full-thickness and pedicle grafts 
were utilized. A low percentage of “takes” 
was recorded for partial thickness skin. Good 
takes were obtained with full-thickness skin 
from the postauricular and the external audi- 
tory canal regions. 

7. Speech thresholds were used as an index 
of hearing. In mastotympanotomy surgery the 
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average hearing threshold was preserved or 
improved. When reconstructive surgery was 
performed in mastotympanectomy some im- 
provement occurred, but a further loss of 
hearing function was found when it was not 
done. 


8. Attention is directed to the excellent 
hearing thresholds in ears with unbroken 
chains (13 db) and the much greater loss in 
those ears with interrupted chains (40 db). It 
is noteworthy that those ears with interrupted 
chains, with cholesteatomas, showed average 
speech thresholds, 10 dbs better than those 
without cholesteatomas. 


9. It is suggested that better results would 
have been obtained if we possessed better 
knowledge of prophylaxis and control of gram- 
negative bacilli, and it may be undesirable to 
perform immediate skin grafts in such ears. 


10. The relatively high incidence of choles- 
teatomas following the use of thinned, full- 
thickness postauricular skin makes it neces- 
sary to review the indications and results of 
this type of skin graft, despite the large per- 
centage of takes. The data suggest that better 
over-all results may be obtained from the use 
of unthinned, full-thickness skin from the ex- 
ternal auditory canal. 
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Indications for Surgical ‘Treatment 
in Congenital Heart Disease 


PAUL W. SANGER, M.D., FRANCIS ROBICSEK, M.D., 
FREDERICK H. TAYLOR, M.D., SARIEL G. G. ABLAZA, M.D., and 


TERRY T. REES, M.D.,¢ Charlotte, N. C. 


The family physician must school himself to recognize the place of modern surgical methods 
in the management of the child having congenital cardiac anomalies. It is difficult 
for both him and the child’s parents to enter upon surgical interference 


in a child who seems to be doing well. 


INDICATIONS FOR OPERATION in congenital heart 
disease require not only the knowledge of ab- 
normal anatomy but also an understanding 
of pathologic function. The aim of surgery 
should not be just to close a “hole in the 
heart” or perform a valvulotomy, but rather 
to eliminate a significant shunt or to relieve 
increased outflow resistance. The purpose of 
reconstructive heart surgery might be con- 
cluded in a few words: Relieve the heart of 
excessive work. If there is no extra work-load, 
or if such does exist but cannot be relieved 
by surgery, there certainly is no place for 
operative treatment. 

Heart disease—from a hemodynamic view- 
point — is caused by two factors: decreased 
working capacity and/or increased work-load. 
The first factor is exceptional in congenital 
heart disease, and the common denominator 
of cardiodynamics is usually the extra work- 
load on the myocardium. This may develop in 
two different ways: (1) the heart works with 
an increased systolic discharge (valvular in- 
competence causing reflux or shunt causing 
recirculation); (2) the heart ejects the blood 
against an increased resistance (stenosis of the 
outflow tract or increased vascular resistance). 

By evaluating the individual with a con- 
genital heart disease, it should be our en- 
deavor to detect these factors and calculate 
them with reasonable accuracy. 


Diagnostic Considerations 


Congenital cardiac anomalies differ radi- 
cally frorn acquired heart disease in the sever- 
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ity of the process and the seriousness of clini- 
cal symptoms. In acquired heart disease the 
appearance of the clinical symptoms usually 
marks the beginning of its course; in con- 
genital heart disease it may coincide with the 
final rapid deterioration of the patient. With 
this statement we do not want to emphasize 
that congenital heart anomalies do not mani- 
fest themselves in the early period. Retarded 
development, repeated respiratory infections, 
failure to gain weight, abstinence from play- 
ing with other children, squatting, transient 
episodes of cyanosis, “fainting spells,”—all are 
symptoms which may not attract one’s atten- 
tion. However, they should be given serious 
consideration. 

To establish a correct indication for opera- 
tion, it is mandatory to achieve a proper an- 
atomical and functional diagnosis. 

The patients are usually “picked up” on the 
basis of a heart murmur revealed at physical 
examination. In most cases these murmurs 
have the characteristic of a continuous systolic- 
diastolic murmur of a patent ductus arteriosus, 
the blowing harsh systolic murmur of a pul- 
monary stenosis, or the high pitched systolic 
murmur of a ventricular defect. At other times 
the murmur is low in pitch and softer; there- 
fore it is difficult to differentiate the “func- 
tional murmurs” from those of rheumatic 
heart disease. This may happen in atrial septal 
defects or in congenital aortic stenosis. In such 
patients the careful observation of the point 
of highest pitch, instead of the point of maxi- 
mum intensity, and the direction in which the 
murmur is transmitted is of utmost import- 
ance. A functional murmur or a murmur of 
rheumatic mitral disease never follows the 
pattern of an atrial septal defect (a murmur 
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toward the pulmonary artery and the right 
side of the sternum) or that of aortic stenosis 
(to the suprasternal notch and carotid ar- 
teries). It is well known that the intensity of 
the murmur is not always proportional to the 
severity of the disease. ““The leaves, however, 
do not rustle if the wind does not blow”; a 
loud murmur is a good indication of signifi- 
cant heart disease. 

Among the operative indications for con- 
genital heart disease, the electrocardiogram is 
only of secondary importance. In some in- 
stances, however, it might give us just the in- 
formation badly needed. In congenital aortic 
stenosis, for example, the analysis of the elec- 
trocardiogram may replace more complicated 
diagnostic procedures by demonstrating left 
ventricular hypertrophy and strain. (The dem- 
onstration of a left axis deviation may also be 
helpful in the diagnosis of ventricular defects, 
patent ductus, or in differentiating ostium 
primum from simple atrial defects. The de- 
gree of right ventricular hypertrophy, on the 
other hand, shows the severity of pulmonary 
stenosis or hypertension. Bundle branch block 
is of help in the diagnosis and an indication 
of an extensive lesion in cardiac septal defects.) 

The conventional x-ray examination is of 
utmost importance regarding diagnosis and 
indication for operation. Its possibilities were 
fully discovered and described by Helen Taus- 
sig but unfortunately have been rapidly for- 
gotten by her followers, who are too busy con- 
centrating on dye dilution studies, isotopes, 
and direct ventricular punctures. We strongly 
believe that even after the discovery of these 
more modern methods of clinical investiga- 
tion, there is no other examination which is 
more informatory and richer in diagnostic de- 
tails than the simple conventional x-ray study. 

Cardiac enlargement demonstrated by radio- 
gram should not be regarded as an unimport- 
ant companion of an innocent anomaly, but 
as a sign which indicates strain on the heart 
and advanced disease. Just by stating that the 
“heart is enlarged,” one does not advance 
toward an accurate diagnosis or correct indica- 
tion for operation. After all, how big is the 
“big”? When is the heart within the upper 
limits of normal or the lower margin of en- 
largement? Just as no one can say when a 
nose or an ear is too large, so no one can de- 
fine exactly -moderate enlargement of the 
heart. Instead of mechanically calculating the 
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cardiothoracic ratio, attention should be fo- 
cused on the size of the individual chambers, 
because all types of heart anomalies are ac- 
companied by enlargement of one or more 
heart chambers. 

The increase in pulmonary vascular mark- 
ings is the sine qua non of a significant left- 
to-right shunt. This is often called, by mis- 
take, “pulmonary vascular engorgement.” This 
definition should be reserved for passive pul- 
monary congestion, which differs from high- 
flow syndromes hemodynamically and clini- 
cally as well as in the evaluation by x-ray. 


It is fruitless to arrive at an opinion of the 
nature of congenital heart disease by exam- 
ining a single posteroanterior x-ray film of the 
chest. This leads only to mistakes. Routine 
x-ray examination of a patient should include 
roentgenograms in the posteroanterior, lateral 
and left anterior oblique planes with swal- 
lowed barium plus fluoroscopy. The success 
of x-ray examination also depends upon the 
quality of the roentgenograms and, last but 
not least, the examiner should be a connois- 
seur of congenital heart disease and should 
possess all available clinical data. 

Following the completion of simple clinical 
examinations, it may appear paradoxical that 
right heart catheterization be done routinely 
on every patient suspected of having congen- 
ital heart disease. 

The reasons for doing this are several. One 
of the leading experts in this field has said 
that catheterization of the right heart is un- 
necessary because the diagnosis can be made 
without it in eight out of ten cases. Let us 
turn this statement about by saying we do not 
wish to err in two out of ten cases. Another 
reason for performing catheterization of the 
right heart is that this is the best way not only 
to confirm the diagnosis but also to study the 
hemodynamics of the disease and gain vital in- 
formation for indications for operation and 
for selecting the proper surgical technic. Fi- 
nally, we do not consider catheterization of 
the right heart to be hazardous if it is done 
with precaution and experience. In more than 
2,000 catheterizations during the past 10 years 
we have lost 2 patients: a 36 year old man who 
had a fatal epileptic seizure and a 2 month old 
infant who developed tamponade because of 
perforation with the catheter. 

Regarding other special diagnostic technics, 
we are somewhat conservative. Despite devel- 
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opments in contrast materials, angiocardio- 
graphy and aortography still have a relatively 
high morbidity and mortality. The death of 
2 of our patients could be directly related to 
previous contrast radiography. We use such 
methods but only if they are absolutely neces- 
sary for correct diagnosis and indications for 
operation. 

Direct or indirect catheterizations of the left 
heart are often important to gain detailed in- 
formation in acquired heart disease but are 
only seldom necessary in congenital anomalies. 


Treatment 


In this paper special emphasis is given to 
functionally ‘‘noncomplicated’’ anomalies, 
which compose the majority of surgical cases. 
By the term “noncomplicated” we do not in- 
dicate necessarily anatomic simplicity but only 
the absence of severe secondary complications. 
All intra- and extra-cardiac shunts with a pul- 
monary artery blood pressure of less than 80 
mm. Hg., regardless of their location and mul- 
tiplicity, as well as valvular and subvalvular 
strictures and anomalies of the great vessels, 
were regarded as “noncomplicated.” 

One hundred and twenty-three such pa- 
tients, ranging in age from 6 months to 57 
years, have been operated upon in our depart- 
ment. Operative results are shown in table 1. 


TABLE 1 


OPERATIVE RESULTS 
(‘Functionally Uncomplicated” Group) 


No Good Unsat. Died 
A. Closed technic 


Aortic coarctation ll 10 1 _ 
Patent ductus 24 23 — 1 
Coronary arteriovenous fistula $3 3 

38 36 1 1 


B. Open Method 
Atrial septal defect 
With pulmonary stenosis 
With aortic stenosis 


With anomalous venous 
return 


With pulmonary stenosis 
with patent ductus 
Ventricular septal defect 
With atrial septal defect 


With atrial septal defect 
with patent ductus 


Pulmonary stenosis 

Aortic stenosis 

Left ventricle-to-right 
atrium shunt 


n 


nan 


n 
| 


|] wow oSnm Han 


w || | 
rll 1 


Totals 


- 
n 


MARCH 196] 


TABLE 2 


OPERATIVE RESULTS 
(‘Functionally Complicated” Group) 


No Good Unsat. Died 
A. Closed technic 


Tetralogy of Fallot 10 6 3 1 
Ruptured coarctation 1 _ - 1 
Compl transposition 1 1 —_— 
1 1 pulmon- 


ary ventricular drainage 1 
13 


rl | 


B. Open method 
Ostium primum 8 4 2 2 
Ostium primum and anoma- 

lous pulmonary drainage 1 1 
Eisenmenger syndrome 3 2 1 
Mitral insufficiency 1 
Tetralogy of Fallot 7 4 _ 
Tetralogy and atrial septal 

defect 2 

Ebstein disease and atrial 

septal defect 


| | 


= 


Totals 


Congenital heart disease was regarded as 
functionally “complicated” in the presence of: 
(1) right-to-left shunt at the ventricular level; 
(2) severe (above 80 mm. Hg. systolic) pulmo- 
nary hypertension; and (3) extensive anom- 
alies involving all the chambers, e.g., complete 
transposition, ostium primum. Operations 
were performed in 40 such cases with the 
results shown in table 2. 

Despite this the operative and postoperative 
mortality for all 163 patients is less than 10%; 
the difference between the two groups (1.62% 
mortality for the 123 patients of the function- 
ally ‘“‘noncomplicated” and 35% mortality for 
the 40 patients of the functionally “compli- 
cated” group) is quite apparent. 

As discussed previously, the major motive 
in operation was to prove the presence or ab- 
sence of a significant extra work-load on the 
heart. Let us suppose we have a 4 year old 
child whose cardiac output should be nor- 
mally in the vicinity of 1 liter per minute at 
rest and 3 liters per minute during strenuous 
exercise. If this child has a cardiac septal de- 
fect his cardiac output at rest may go up as 
high as 3 liters per minute. Imagine even 
when he sleeps, his heart performs as if he 
were running day and night. Sometimes the 
heart of a 4 year old may have done the work 
of a child of twelve. Now a 12 year old heart 
is not necessarily a bad one, but what will hap- 
pen to this child if he lives long enough to 
reach the age of 20? How old will his heart 
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be—40, 60, or 80? It must not be forgotten that 
in most of these cases complete repair is pos- 
sible. The patient can be transformed, with 
the risk attendant to an appendectomy, from a 
psychically and physically handicapped indi- 
vidual into a healthy person with a normal life 
expectancy. 

To advise open heart surgery for a child 
who is doing relatively well is difficult for the 
physician and sometimes difficult for the par- 
ents to accept. An occasional old lady, who 
does well despite her atrial septal defect, 
should not lead us to forget the large number 
of infants, children, and adults who die from 
heart failure, endocarditis or pneumonia and 
who could be saved by repairing the heart de- 
fect in time. 

Fifteen years ago, the debate was still great 
on whether to operate on the patent ductus 
arteriosus or not. After a large accumulation, 
vital statistics proved that two thirds of 
these patients die before the age of 40, and 
that their life expectancy after the age of 17 
is less than half of that for the general popula- 
tion. After the dangers of the operation were 
reduced to a minimum, the necessity for sur- 
gical treatment became widely accepted. To- 
day, with the operative mortality for the “un- 
complicated” intracardic anomalies no higher 
than that of the patent ductus, we see no 
reason to follow a different practice. 

The operative indication for functionally 
“complicated” anomalies is a different prob- 
lem. Before we discuss this, let us remind our- 
selves that the term “complicated” is used in 
a functional rather than clinical manner. 

Though it sounds paradoxical, most of the 
conditions in the functionally “complicated” 
group might be regarded as functionally bal- 
anced. An example is the Eisenmenger syn- 
drome in which the ventricular defect is bal- 
anced by pulmonary sclerosis and hyperten- 
sion. Most of these conditions can not be re- 
paired completely by surgery because part of 
the anatomic and functional factors are in- 
correctable. Patients tolerate surgical treat- 
ment poorly or do not tolerate it at all. The 
situation might be compared to a man carry- 
ing a heavy load on both his shoulders; an 
attempt at relieving him of a part of his bur- 
den might result in a fall to the opposite side. 

In other instances the anatomic lesion can 
be corrrected completely, but the operative 
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mortality still remains high—as occurs in the 
tetralogy of Fallot. This is due partially to dif- 
ficulties in the operative repair. However, in 
some instances we believe that the heart be- 
comes adapted to a very abnormal combina- 
tion of anomalies and cannot accommodate 
itself to the sudden “normalization” of the 
anatomic relationships. 

We believe operation should be advised 
even in such cases if the general condition of 
the patient and the basic nature of the disease 
offer a reasonable chance for operative sur- 
vival and postoperative recovery. The dangers 
of such operations, however, should be real- 
ized by the surgeon, pediatrician, or internist, 
as well as the patient’s family. We should also 
not forget that patients with such “balanced” 
conditions may live longer than others with a 
more simple but unbalanced anomaly. If the 
chances of surgical therapy are extremely poor, 
it is better to treat the child conservatively 
and let the parents enjoy the company of their 
little pet for a few more years. 


Conclusions and Summary 


In acquired heart disease the appearance of 
clinical symptoms usually marks the beginning 
of the condition, but in congenital heart dis- 
ease may coincide with the final and rapid 
deterioration of the patient. Therefore opera- 
tive indications in congenital anomalies can 
not be placed solely on the basis of the sever- 
ity of clinical symptoms but should be deter- 
mined by the presence or absence of an extra 
work-load on the myocardium. If the work of 
the heart is not significantly increased or the 
extra work-load cannot be relieved by opera- 
tion, there is no indication for surgical treat- 
ment. 

From the viewpoint of operative indica- 
tions, congenital cardiac anomalies may be 
divided into two groups: “noncomplicated” 
and “complicated” malformations. The term 
“noncomplicated” does not necessarily indi- 
cate mild clinical symptoms or anatomic sim- 
plicity but rather the absence of severe, second- 
ary functional changes, e.g., pulmonary hyper- 
tension above 80 mm. Hg., right-to-left shunt 
at the ventricular level or extensive anomalies 
involving all chambers. The difference in 
postoperative results between these two groups 
is demonstrated in our operative statistics 
which show 1.62% mortality in 123 patients 
of the “noncomplicated” and 35% mortality 
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in 40 patients of the “complicated” group. 
We believe strongly that if a reasonable 
chance exists for survival and cure, surgical 
treatment should not be denied patients be- 
cause of far advanced disease, age, or poor 
general condition. On the other hand, the fact 
that he could not be cured otherwise does not 
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justify the routine application of surgical 
methods which do not offer a reasonable 
chance of improvement. The consideration of 
possible gain and probable loss, and the 
chances of being cured against the odds of 
failure, should always guide us in advising 
or in refusing an operation. 
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Six Hundred Conversion Reactions: Age, 
Sex, Race, Marital Status, Religion and Residence by 


Population* 


JAMES E. SOMERS, M.D.,t Chapel Hill, N. C. 


The author has analyzed the cases of conversion reaction by diagnostic categories 
and also by other factors which might seem to influence their development. 


IN THIS PAPER I am presenting data abstracted 
from the charts of 600 inpatients who have 
been treated and discharged with a diagnosis 
of conversion reaction from the North Caro- 
lina Memorial Hospital since it opened in 
September of 1952 to September 1958, a period 
of 6 years. The majority of the patients were 
on the medical service having had psychiatric 
consultations. The next largest group was 
from the psychiatric service with the services 
of pediatrics, obstetrics and surgery contrib- 
uting smaller groups. I will break the data 
obtained from the patients’ charts into the 
categories of age, sex, race, marital status, 
religion, and residence by population. 


Diagnosis 


In reviewing the charts the diagnostic cri- 
teria generally applied seemed to fit the defi- 
nition as given by the Diagnostic and Statis- 
tical Manual of Mental Disorder. Conversion 
Reaction: Instead of being experienced con- 
sciously (either diffusely or displaced, as in 
phobias) the impulse causing the anxiety is 
“converted” into functional symptoms in or- 
gans or parts of the body, usually those that 
are mainly under voluntary control. The 
symptoms serve to lessen conscious (felt) anx- 
iety and ordinarily are symbolic of the un- 
derlying mental conflict. Such reactions usual- 
ly meet immediate needs of the patient and 
are therefore associated with more or less ob- 
vious “secondary gain.” They are to be dif- 
ferentiated from psychophysiologic autonomic 
and visceral disorders. The term “conversion 
reaction” is synonymous with “conversion hys- 


*Read at the Divisional Meeting of the Southern Branches 
¢. American Psychiatric Association, Dec. 3, 1958, Miami, 


+From e Department Psychiatry, ym of North 
Carolina of Chapel N. C 


teria.” Dissociative reactions are not included 
in this diagnosis. The symptomatic mani- 
festations will be specified as anesthesia 
(anosmia, blindness, deafness), paralysis (pa- 
resis, aphonia, monoplegia, or hemiplegia), 
dyskinesis (tic, tremor, posturing, catalepsy). 

Of course, this should be a positive diag- 
nosis but it was apparent that in many cases 
the diagnosis was made by the elimination of 
an adequate physical basis, in a largely nega- 
tive manner. There were only a few cases, 
however, in which I questioned the diagnosis 
from the material in the chart and only two in 
which subsequent hospitalization revealed 
widespread carcinoma with symptoms which 
had previously been diagnosed conversion 
reaction. 


The patients with the diagnosis of conver- 
sion reaction seemed to fall into three broad 
categories or groups. Group | were the essen- 
tially monosymptomatic patients who had a 
single predominating conversion symptom 
which was their chief complaint and a mini- 
mum of anxiety or other psychiatric symp- 
toms. Group 2 had diffuse conversion symp- 
toms plus anxiety. Group 3 was made up of 
patients with a diagnosis of conversion re- 
action which was in conjunction with or in 
addition to a physical or nonpsychiatric diag- 
nosis. 

Groups 


Group I consisted of 184 cases, 31% of the 
total. The following case is an example. 


This 53 year old, married, colored male school 
teacher was admitted with a right hemiplegia and 
inability to speak, of several hours duration. Prior 
to the day of admission the patient had apparently 
been in good health. During the week preceding the 
onset of the illness, however, he had been under 
considerable strain both emotionally and in his work. 
This was brought about when a friend was appointed 
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principal of the school in which they both taught, 
after the patient had been passed over. The friend 
committed suicide and the patient was suddenly and 
abruptly appointed principal. On the morning of 
onset of the illness he was preparing to go to sign 
the contract and the voucher with which he would 
sign the payroll checks, but he was heard to fall to 
the floor and found to have lost the use of his ex- 
tremities on the right side of his body—he was right 
handed. Shortly after this he became unable to speak 
and seemed weak on the left side as well. 

On admission to the hospital he was conscious, but 
there was no spontaneous movement of his extremities 
and he was unable to talk. Muscle tone was increased 
throughout but he was able to resist passive motion 
in all extremities. Neurologic examination otherwise 
was entirely normal as was the remainder of the phy- 
sical examination. All laboratory procedures were 
within normal limits. Throughout the evaluation the 
patient seemed unconcerned about his illness. On the 
evening of admission, after the initial examination, 
including a lumbar puncture, interview under 
amobarbital/sodium (Sodium Amytal) was performed 
during which the patient moved all of his extremities 
easily and talked adequately, taking into account the 
effect of the sedation. The following day there was 
a gradual decrease in symptoms and in 36 hours the 
patient was completely normal. He was alert and had 
complete control of his faculties, senses, and neuro- 
muscular apparatus. 


In brief psychotherapy, the patient expressed a 
strong striving to “get ahead” and live right. At much 
sacrifice he was supporting children in college and 
caring for the grandchildren, giving up sexual activity 
with his wife because a grandchild slept with them. 
His wife was a principal in a small school and his 
appointment was to a much larger school. He re- 
peatedly stated that there was no envy of his friend 
when the friend got the position. When asked his 
feelings on hearing of the death of the friend, he 
said with a slight smile, “Well, I couldn’t have been 
happy.” He stated he was surprised when the job was 
offered to him, but added that there was no reason 
he should feel guilty about taking it. He returned to 
his job as a school teacher when another had been 
made principal. 


Group 2 contained 287 cases, 49% of the 
total. In about half of these there was a sig- 
nificant amount of “nervousness” such as 
anxiety, depression and other symptoms dem- 
onstrating that the conversion mechanism was 
not sufficient or was only a part of the broad 
psychologic reaction. The following case is an 
example. 

This 18 year old white man, the eighth of 9 farm 
children, was admitted with complaints of attacks of 
precordial pain with increasing difficulty in breathing 
until he blacks out and is unconscious for minutes to 
hours. There is generalized nervousness and anxiety, 
hyperventilation and muscular spasm are associated 
with the unresponsiveness, but there is no real sei- 
zure pattern, nor aura, scotomas, weakness, or head- 
ache. These attacks had been present since the death 


of the father 5 years ago but increased in severity 
the past 2 months after the brother announced his 
intentions to marry and leave the farm the patient’s 
responsibility. 

Seven years ago, the patient began having episodes 
of chest pain with shortness of breath “like father,” 
and was told by the family doctor that he had heart 
disease. Following this he would go to the doctor each 
time his father did. The father died suddenly and at 
the funeral the patient had a nervous spell and had 
to be given sedatives. He continued to have the at- 
tacks of chest pain with nervousness and shortness of 
breath. Two years before admission the added symp- 
toms of unresponsiveness and generalized muscular 
spasm began. 

On admission to the hospital, the physical exami- 
nation revealed a_ well-developed, well-nourished, 
husky, young man without significant abnormality in 
general or neurologic findings. The day following ad- 
mission the patient developed one of his attacks char- 
acterized by unresponsiveness and generalized spasm. 
This was relieved by intravenous amobarbital. He had 
no further attacks in the hospital and a diagnosis of 
conversion reaction with hyperventilation was made 
upon psychiatric consultation. 


Group 3 included 118 cases, 20% of the 
conversion reactions. My impression is that 
most of the diagnoses in this group were made 
largely in the negative manner, when addi- 
tional symptoms to the ones consistent with 
the physical illness were present or when the 
degree of the patients’ complaints and symp- 
toms seemed excessive for the physical basis 
of the illness. The following is an example. 


This 39 year old, white housewife was admitted 
with complaints of nausea and vomiting, epigastric 
pain, headache in the back of her head and neck, 
anorexia and mid-back pains. Four months before the 
patient had been in an automobile accident and her 
symptoms developed following this. The patient de- 
scribed the home situation as highly unsatisfactory, 
because of an alcoholic husband with diabetes, a 
problem mother-in-law, responsibilities of her hus- 
band’s farm, an invalid young son, and friction with 
her brother. 

On admission to the hospital there were no re- 
markable physical or laboratory findings except for 
x-ray studies of the cervical spine which revealed a 
slight anterior displacement of C7 upon Tl. She was 
treated with neck traction of 4 pounds of pull with 
great benefit to the neck pain and the other symp- 
toms. The orthopedic consultant insisted that the cer- 
vical displacement could only account for minimal 
symptoms. 


Clinical Evaluation 


The data obtained from the patients’ 
charts have been broken down for the follow- 
ing considerations. 

Age. For the age, I used the patient's age 
on admission to the hospital. I think the age 
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of onset of symptoms would be more accurate, 
particularly in the chronic cases. To cover 
this, at any rate, the ages are given in ten 
year groups. 

The ages ranged from 7 to 72 with the 
average being 34 years. From the youngest 
patient, 7 years old, there was a gradual rise 
and a leveling off between the ages 25 to 45, 
and a gradual decline then to the patient age 
72 years. 


Number Age Per Cent 
99 under 16 4 
122 16 to 20 19 
171 26 to 36 29 
152 36 to 46 26 
81 46 to 56 14 

. 39 56 to 66 7 

5 above 66 1 


One further grouping of which I was un- 
aware until I reconsidered the groups is that 
of the 22 patients who were under 16 years 
of age, 20 fell into group 1, the monosympto- 
matic group. I do not have a further break- 
down of the groups in the age ranges but will 
be interested in this aspect for further study. 

Sex of the Patient. As expected, female 
patients far outnumbered male patients, but 
the ratio was only 5 females for every male. 
There were 489 diagnoses of conversion re- 
action in females, 83% of the total, and 100 
cases so diagnosed in males, 17% of the total. 
As will be pointed out later the spread of the 
type of reaction was somewhat different. The 
ratio in group 2, conversion plus anxiety 
being 7 to 1, female to male. In the other two 
groups the ratio is lower but about the 
same,—3.8 to 1 in group I—monosympto- 
matic, and 315 to 1 in group 2—organic plus 
conversion. 

Race. There were 523 conversion reac- 
tions in white patients, this being 90% of the 
total. Fifty-six of the patients were Negro, 9.6 
per cent. Two patients were Indian which is 
less than 1 per cent. The female-male ratio 
among the negro patients was 5.8 female to 1 
male. This is not significantly different from 
the female-male ratio in the over-all group. 
If one compares this white-negro ratio to the 
percentage of total admissions one finds a 
difference. The over-all average for the years 
of the study shows that 23% of the patients 
admitted to the hospital were Negroes. This 
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is in contrast to the diagnosis of conversion 
reaction which was only 10% Negroes. Figures 
on admissions of Indians were not available. 
This difference in percentage of Negroes as 
compared to white in the category of conver- 
sion reactions as compared to the total of 
hospital admissions might be explained by 
several factors. First, the beds available to 
Negroes are limited so many times there has 
been a waiting list for admission; this has 
never occurred for white admissions other 
than on the psychiatric service which accepted 
negro inpatients only for the first two years. 
The negro admissions are, at times, limited 
to critically ill patients. Another factor is 
that 41% of the diagnoses of conversion re- 
action were made on private patients as com- 
pared to 59% made on staff patients. It is 
rare that a Negro is admitted to the private 
patient service and so this entire group falls 
under the percentage for staff cases. The fol- 
lowing figures show the ratios of the white 
to negro ratio in the group of conversion re- 
actions as 10 to 1, the white to negro ratio 
for the total hospital admissions is 5 to 1, and 
the white-negro ratio in the state of North 
Carolina, with a total population of four and 
a half million, the ratio is 3 to 1. The actual 
ratio for the area from which patients are 
predominantly drawn for this hospital may 
have been lower, since the negro population 
is much heavier in the farming areas of the 
piedmont and coastal area than in the moun- 
tainous western area from which a much 
lower per cent of patients are referred. 

I referred above to the private to staff 
percentage which was 40% private patient to 
51% staff. This is essentially the same ratio 
as for all diagnostic and total hospital admis- 
sions, which have been 43% private and 57% 
staff. This is the only information on eco- 
nomic standing of the patients obtainable 
from the chart. The rough economic division 
in this hospital is set so patients with avail- 
able yearly income of over $3,600 to $4,000 
are admitted as private patients, with all be- 
low this level admitted as staff patients. From 
the closeness of the ratio of conversion reac- 
tions as compared to all other diagnoses, the 
economic division apparently is not signifi- 
cant. 


Marital Status. This was as follows in this 
study. 
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Married 11% 
Unmarried 18% 
Divorced 5% 
Widowed 6% 


These findings compare with the 1950 cen- 
sus figures for the state of North Carolina, 
and no remarkable conclusions can be drawn 
from this comparison. The factor of including 
children in the census of the unmarried, and 
the lower incidence of conversion reactions in 
children would account for the difference in 
the lower incidence in the unmarried than in 
the general population. The figure of 11% 
for divorced or widowed patients is higher 
than the 3.9% of divorced or widowed per- 
sons in population. To follow-up this lead 
I think it will be necessary to pick a limited 
age span to make a comparison. 


Incidence According to Religious Preference. 


Baptist 54% 
Methodist 18% 
Other Protestant religions 23% 
No religion 4% 
Other religions 1% 


Now what does this distribution mean? 
Does it mean that the Baptist religion is a 
breeding ground for conversion reactions? I 
checked this against the church census, the 
latest and most reputable of which was done 
in 1950. These figures for church membership 
actually constitute only about one third of 
the total population, but the similarity to the 
percentage spread of church preference in my 
group of patients is close. In this census, 
49.2% of church members were Baptist (54% 
of the patients), 21.4% were Methodist (18% 
of the patients) and other Protestant religions 
made up 20% of the population (as com- 
pared to 23% of the patients). Thus, the per- 
centage of religious preference in the popu- 
lation was essentially the same as in the pa- 
tients having conversion reactions. The com- 
parison is not valid, of course, because of the 
differences between census of church member- 
ship and in the information on religious 
preference as indicated in the patient’s chart. 
Few patients reported religion as none—only 
22, or 4% of the total, while a church census 
shows that two thirds of the people are non- 
members. The similarity in the percentages, 
however, suggests a strong relationship be- 
tween membership and preference, and fur- 
ther suggests that there is no difference by 
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denomination in conversion reactions. If the 
repressive aspects of religion are reflected in 
the conversion reactions, it is spread through- 
out the whole group. The only definite thing 
I can say is that the data obtained is not 
sufficient to be informative. 

Residence by Population. When I began 
collecting this data, I had an idea that a 
rural-urban division might show some sig- 
nificant differences. I soon learned that with 
improvement in transportation and commu- 
nication a simple rural-urban division is now 
meaningless, insofar as a way of life is con- 
cerned. The city limits have very little ef- 
fect nowadays. For instance, driving from 
Raleigh, N. C., to Charlotte, N. C., there 
may be many miles between city limits, but 
often it is difficult to tell where one city stops 
and another begins. However, to see if the 
residence by population might be useful, I 
set up four categories, finding the spread of 
patients to be as follows. 


Rural home addresses 33% 
Community up to 1,000 26% 
Towns up to 15,000 26% 
Cities of 15,000 and more 20% 


When a comparison with the various popu- 
lation areas of the state is made the data are 
not remarkable. The culture of the state, or 
at least of the area from which these patients 


_ were drawn, may be homogenous to the point 


at which there is not sufficient contrast in 
differences in population. There does remain, 
however, the possibility of comparing the 
whole group of patients from this relatively 
rural state with groups from large urban 
areas. 


Conclusion 


1. The monosymptomatic or “pure” con- 
version reaction is prevalent in the patients 
seen in the North Carolina Memorial Hos- 
pital today. 

2. Conversion reaction is often seen in 
the presence of additional anxiety or in addi- 
tion to other psychologic reactions. 

3. The age range shows 55% of the cases 
to be between the age 26 to 46, gradually 
dropping off at either end to 7 and 72 years. 


4. Children had the monosymptomatic 
conversion reaction. 


5. Conversion reactions occur frequently 
in men, but in a 1 to 5 ratio with women. 
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The male to female ratio was essentially the 
same in Negroes as in whites. 


6. The simple economic division into pri- 
vate and staff cases is not significant in the 
occurrence of conversion reactions in this 
sample. 


7. The marital status in patients having 
conversion reaction is essentially the same as 


for the general population of this area. 
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8. There was no demonstrable difference 
by religious preference in patients with con- 
version reactions. 


9. Residence by population was not sig- 
nificant from data available. 
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Potentiation of Salicylate Plasma 
Levels and Analgesic Action 


by Methocarbamol 


EDWARD B. TRUITT, JR., Ph.D., ANN M. MORGAN, B.S., Baltimore, Md., 
and HERMAN M. NACHMAN, M.D.,t Richmond, Va. 


The studies recorded here demonstrate a potentiation of salicylate level in the plasma by the 
simultaneous administration of methocarbamol. The evaluation of clinical results dependent 
upon subjective interpretation will require a much larger series of cases before scientific 


deductions may be drawn. 


THE SYNERGISTIC ACTION of the anti-inflamma- 
tory and analgesic properties of salicylates and 
the muscle relaxant properties of interneu- 
ronal depressant drugs of the propanediol 
series such as mephenesin, mephenesin carba- 
mate and methocarbamol* makes possible a 
rational therapeutic combination. This com- 
bination should find usefulness in the treat- 
ment of conditions such as rheumatoid ar- 
thritis, fibrositis, and bursitis where inflam- 
mation is a reflex cause of muscle spasm and 
its associated pain. Poppen and Flanagan! re- 
ported that methocarbamol improves the ac- 
tion of analgesics in the treatment of post- 
laminectomy muscle spasm. Other reports 
have indicated advantages with similar com- 
binations.?“# 

The higher blood levels and prolonged ac- 
tion of methocarbamol in dogs® and in 
humans® have markedly improved the thera- 
peutic capabilities of muscle relaxant drugs. 
Since the solubility of mephenesin is increased 
by the addition of salicylates,” it was logical 
to explore the possibility that this physico- 
chemical interaction might improve gastro- 
intestinal absorption. Carr, Mouratoff and 
Batterman® reported enhancement of absorp- 
tion of sodium salicylate by its coadministra- 
tion with mephenesin. However, they found 
no similar improvement of absorption of 
acetylsalicylic acid. Neither did they observe 


+From the Department of Pharmacology, University of Mary- 
land School of Medicine, Baltimore, and the Department of 
Orthopedics, Medical College of Virginia, Richmond, Va. 


*The methocarbamol used in this study was furnished as 
Robaxin, a product of the A. H. Robins Company, Inc., 
Richmond, Va. 
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a reciprocal effect of salicylate upon absorp- 
tion of mephenesin. 

Because of the better gastric tolerance of as- 
pirin over sodium salicylate and the advan- 
tages of methocarbamol over mephenesin, this 
investigation has explored the pharmacody- 
namics of absorption the clinical action 
of a combination o! acetylsalicylic acid and 
methocarbamol. 


Procedure 


The drug absorption studies were con- 
ducted in 12 healthy subjects using a cross- 
over design so each individual received all 
three tests. These were,—(a) 1.0 Gm. metho- 
carbamol, (b) 0.6 Gm. aspirin, and (c) 1.0 Gm. 
methocarbamol and 0.6 Gm. aspirin together. 
All drugs were given after an overnight fast 
and more than 72 hours after a previous test 
in this portion of the study. The tablets were 
swallowed without chewing and followed by 
100 ml. of water. 

Blood samples measuring 5 ml. were drawn 
for dose schedules (a) and (b) and 10 ml. for 
(c). Venipunctures were made for a control 
sample and at 20, 30, 90, 120 and 240 minutes 
after the time of drug ingestion. 

Total plasma salicylate levels were deter- 
mined by a modification of the method of 
Brodie and _ associates® as described by 
Routh.!° Levels of plasma methocarbamol 
were measured by a modification of the 
method of Titus, Ulick and Richardson" for 
the determination of mephenesin using the 
2,4-dinitoaniline technic. Each drug was 
checked for possible interference in the de- 
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TABLE 1 
MEAN PLASMA LEVELS IN 12 SUBJECTS—METHOCARBAMOL AND SALICYLATE 


Methocarbamol and Aspirin 


Minutes Salicylate Methocarbamol Salicylate Methocarbamol 
After in mg. Yo in microgm./ml. in mg. % in microgm./ml. 
Ingestion St. Dev. St. Dev. St. Dev. St. Dev. 
20 0.776 (+ 0.53) 3.85 (x 2.98) 1.29 (+ 0.55) 5.26 (+ 5.35) 
30 1.546 (+ 0.71) 7.87 (+ 11.62) 1.97 (+ 0.87) $.38 (= 3.75) 
90 2.742 (+ 1.82) 8.85 (+ 11.01) 3.45 (+ 1.84) 5.27 (+ 3.88) 
120 2.283 (+ 1.17) 3.14 (+ $8.84) 3.75 (+ 1.31) 4.96 (+ 4.0) 
240 2.110 (+ 1.23) 2.68 (+ 3.40) 2.98 (+ 1.32) $3.40 (+ 5.18) 


termination of the other. This was tested both 
in vitro and from plasma containing high 
concentrations of each drug singly (in vivo) 
to preclude interference of metabolites. No 
measurable interference was found. Carr, 
Mouratoff and Batterman® did not find 
mephenesin and sodium salicylate to produce 
mutual interference. 


In the clinical trials, tablets containing a 
combination of 400 mg. of methocarbamol 
and 0.3 Gm. of aspirin were administered at 
the rate of two or three t.i.d. or q.i.d. to 22 
patients with acute skeletal muscle spasm and 
pronounced discomfort secondary to strains, 
rheumatic disorders, post-disk syndrome, and 
miscellaneous conditions. All but 3 patients 
were in the age range of 30 to 59 and all but 
3 were treated on an outpatient basis. Their 
complaints were about evenly divided be- 
tween acute painful spasm and recurrent or- 
thopedic or postoperative disorders. Attempts 
were made to ascertain the benefit furnished 
by analgesic alone and when combined with 
methocarbamol. 


Results 


The mean plasma levels in 12 subjects at 
various intervals after ingestion of 0.6 Gm. 
of aspirin, 1.0 Gm. of methocarbamol, and 
a combination of 1.0 Gm. of methocarbamol 
and 0.6 Gm. of aspirin are summarized in 
table 1. These are the basic data from which 
the analyses were made. 

Salicylate Plasma Levels. Average plasma 
salicylate values for the 12 subjects, which 
are plotted in figure 1, show that the simul- 
taneous administration of methocarbamol and 
aspirin produced higher levels at all time 
periods than did aspirin alone. Statistical 
evaluation of the individual paired differ- 
ences in salicylate levels showed that these 
differences were significant (p — 0.05 or less) 
at the 20, 120 and 240 minute periods. The 
30 and 90 minute differences were close to 
this level of chance probability. 

Methocarbamol Plasma Levels. The small 
dose of methocarbamol used in this study 
(1.0 Gm.) produced low blood levels alone 


FIG. 1 


MEAN PLASMA SALICYLATE LEVELS FOLLOWING ORAL ADMINISTRATION OF 0.6 GM. 
ASPIRIN WITH AND WITHOUT 1.0 GM. METHOCARBAMOL TO 12 SUBJECTS 
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FIG. 2 
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PERCENT OF 12 SUBJECTS SHOWING SIGNIFICANT PLASMA LEVELS OF 


METHOCARBAMOL (SEE TEXT) FOLLOWING ORAL ADMINISTRATION OF 1.0 GM. 
METHOCARBAMOL WITH AND WITHOUT 0.6 GM. ASPIRIN 
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and with aspirin. In addition, control blood 
samples exhibited some diazonium color re- 
action which varied between individuals. 
Since at most time periods less than half of 
the subjects showed statistically significant 
levels (higher than 2 S.E. above controls), a 
comparison of the mean plasma levels in table 
1 by the method of paired differences (as for 
salicylate levels) is not meaningful because 
of the greater proportion of nonsignificant 
levels. However, by comparison as all-or-none 
data, that is, expressed as per cent of persons 
showing significant levels at each period, the 
results as shown in figure 2 suggest that some 
increase in methocarbamol plasma levels may 
occur at 90 to 120 minutes when given in 


TABLE 2 


CLINICAL RESULTS IN PATIENTS WITH PAINFUL 
SKELETAL MUSCLE SPASM 


Clinical Results 


Total Excel- Side 
Patients lent Good Fair Poor Effects 

Acute and chronic 
sprains and strains 10 6 4 0 0 = Sleepiness 1 
Discomfort after 
disk surgery 4 2 1 1 0 Nausea 1 
Arthritis and 
bursitis 1 1 0 Nausea 1 
Miscellaneous: her- 
niated disk, frac- 
ture, periarticular 
adhesion 3 1 0 0 Nausea 1 

Total 22 12 8 2 0 = Side effects 4 


combination with aspirin. Further study of 
this point using larger doses of methocar- 
bamol is indicated. 

The clinical efficacy of the methocarbamol- 
aspirin combination is recorded in table 2. 


Discussion 


_ The favorable clinical results observed with 
the methocarbamol-aspirin combination were 
apparently due to (1) the skeletal muscle re- 
laxant properties of methocarbamol, and (2) 
the analgesic and anti-inflammatory action 
furnished by enhanced salicylate blood levels. 


Mutual potentiation produced by the com- 
bination was most useful where a portion of 
the patient’s pain was not directly related to 
muscle spasm and persisted even after the 
spasm was resolved. This is illustrated in the 
following case histories: 

Case 1. A 42 year old man had injured his back 
lifting a heavy object 2 days before coming to the 
office. He had been taking a buffered aspirin com- 
pound without relief prior to seeking medical at- 
tention. 

On physical examination, he was observed to be in 
obvious pain which was aggravated by coughing and 
sneezing. There was severe muscle spasm of the sacro- 
spinalis muscles bilaterally. Straight leg-raising was 
positive at 45° bilaterally, and neurologic reflexes 
were normal. 


Bed rest and 2 tablets of the combination metho- 
carbamol-aspirin t.id., p.c., and h.s. were prescribed 
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with instructions to return. The patient responded 
well to this regimen and was able to resume light 
activity in 5 days. After 13 days of treatment he was 
completely asymptomatic and was able to return to 
normal activity. 


Case 2. Patient M. P., a 110 pound, 44 year old 
woman, sustained a whiplash injury in an automobile 
accident. She was hospitalized and placed in traction 
because of painful muscle spasm of the neck which 
persisted for 5 months. X-ray studies were negative 
for fracture. The patient required codeine and occa- 
sionally meperidine for relief of painful spasm of the 
neck muscles. After 5 days of treatment with the 
methocarbamol-aspirin tablets, the patient was much 
more comfortable, with relief of muscle spasm. She 
was then placed on plain methocarbamol without her 
knowledge (3 tablets t.id., p.c., and h.s.). During the 
2 days that this dosage of methocarbamol was main- 
tained, the patient complained of more pain. When 
the combination tablet was substituted for the plain 
methocarbamol, the patient improved and was more 
comfortable than when taking the muscle relaxant 
alone. 

It is noteworthy that in both of these cases 
there was prominent pain in addition to 
skeletal muscle spasm. In Case 2, the combi- 
nation of analgesic and skeletal muscle re- 
laxant effectively replaced the narcotics that 
were formerly required and furnished a de- 
gree of comfort not obtained with the skeletal 
muscle relaxant alone. 

The mechanism by which methocarbamol 
increases salicylate absorption as shown in 
this study is not apparent as is the case for 
antacids which have a similar action.!2:13 The 
early increase likely relates to rate of going 
into solution which Edwards! defined as the 
rate-controlling process in aspirin absorption. 
The later increase could be attributed to 
competition between salicylate and methocar- 
bamol for glucuronide coupling by which 
both are metabolized. 


Summary 


A combination of methocarbamol and as- 
pirin was evaluated pharmacologically to de- 
termine the effect of simultaneous adminis- 
tration on plasma levels of each and clinically 
to determine the therapeutic response of 22 
patients with painful skeletal muscle spasm. 


Total salicylate plasma levels at 20, 30, 90, 
120 and 240 minute intervals after ingestion 
indicated that the simultaneous administra- 
tion of methocarbamol and aspirin produces 
a higher salicylate level at all time intervals 
than does aspirin alone. 

A comparison of the number of subjects 
showing significant methocarbamol plasma 
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levels at each time period suggests that as- 
pirin may potentiate the absorption of metho- 
carbamol, although not at the early time 
periods as is the converse effect of metho- 
carbamol on salicylate. 

Enhanced plasma levels were reflected in 
the gratifying relief of pain and spasm in 
patients treated with the methocarbamol- 
aspirin formulation. 


Conclusions 


(1) Plasma salicylate levels produced by 
the combination of 1.0 Gm. methocarbamol 
and 0.6 Gm. of aspirin were higher than 
those produced by aspirin alone at 20, 30, 90, 
120, and 240 minutes. The difference was 


Statistically significant at the 20, 120, and 
240 minute intervals. 
(2) Methocarbamol plasma levels with 


and without salicylate obtained in this study 
were too low for reliable comparison but 
suggested further study. 


(3) The combination of methocarbamol 
and salicylate was demonstrated to be thera- 
peutically effective in a clinical study of 22 
patients with painful musculoskeletal dis- 
orders. 
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Malignant Lymphoma Involving 


E. L. JOHNSON, M.D., and I. D. GODWIN, M.D.,¢ Columbia, Mo. 


SURPRISINGLY FEW CASES of clinically detected 
lymphomatous involvement of the ovaries are 
reported. In view of its rarity, we present 
an additional case of malignant lymphoma 
with involvement of both ovaries as well as 
the midileum and the retroperitoneal lymph 
nodes. 


In 1958, Nelson and associates! reported a 
survey of 28 previous cases and 6 of their own. 
Four of the 2811-14 were considered to be 
“primary” and the remaining 24 were consid- 
ered to be “secondary.” Scarnecchia and 
Mulla?® have subsequently added a “secon- 
dary” case. 


In contradistinction to the clinical impres- 
sion, autopsy studies have demonstrated that 
the ovaries are involved rather commonly in 
malignant lymphoma. In one series of 43 
women who died of malignant lymphoma, 10 
were found to have ovarian involvement of 
some degree.!6 In another series the incidence 
of involvement was 2 of eleven.1* The striking 
finding is the grave prognosis associated with 
the disease, especially in the so-called “pri- 
mary” lesions. 


Case Report 


MUMC. KBW. 02-05-90: This 65 year old white 
woman had been asymptomatic until bloating with 
“tender bowels” started 5 months prior to admission 
to the University Hospital. Anorexia and malaise ac- 
companied a 10 pound weight loss in the week prior 
to admission. “Cramping and vomiting” were present 
the last 5 days prior to admission. No history of jaun- 
dice, fatty food intolerance, hematemesis or melena 
could be elicited. She had a goiter which had been 
treated with iodine for 30 years. Her menopause was 
at age 43 years. She had had an appendectomy 13 
years ago. 

The patient was a well-developed woman who ap- 
peared in acute and chronic distress. The vital signs 


+From the Departments of Surgery and Pathology, University 
of Missouri School of Medicine, Columbia, Mo. 
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were: B.P. 124/70, P. 96 per minute, R. 22 per minute, 
and oral T. 99.2°F. Positive findings included an eden- 
tulous mouth and an enlarged nodular nontoxic goiter, 
She had pulmonary emphysema but no cardiomegaly 
or murmurs. Her abdomen revealed neither palpable 
masses nor hepatosplenomegaly on admission. The rest 
of the examination was unremarkable. 


The Hgb. was 7.7 Gm., the hematocrit 26%, and the 
total leukocyte count 5,700 with a differential of 4% 
metamyelocytes, 70% neutrophils, 21% lymphocytes, 
2% monocytes, and 2% eosinophils. The platelets were 
within normal limits. The urine had a specific gravity 
of 1.022 and a pH of 5.0 with albumin, sugar and 
acetone negative. The urine microscopically was un- 
remarkable. The BUN. was 38 mg., fasting blood sugar 
92.5 mg., and the serum total bilirubin 0.2 mg. with a 
direct of 0.1 mg. per 100 ml. The prothrombin time 
was 16.6 seconds with a control of 14.2 seconds. The 
alkaline phosphatase was 8.0 KAU., thymol turbidity 
4.2, total protein 7.2 Gm., albumin 4.5 Gm. and globu- 
lin 2.7 Gm. per 100 ml. The EKG. was within normal 
limits. Barium enema x-ray studies showed an obstruct- 
ing intrinsic lesion of the small bowel. 

The patient was explored on Feb. 8, 1960, and an 
intrinsic lesion of the midileum was found. This meas- 
ured 18 cm. in length and was attached to mesenteric 
lymph nodes. The retroperitoneal lymph nodes were 
enlarged. Both ovaries showed gross tumor involve- 
ment. One hundred cm. of midileum, which included 
the tumor bearing portion, was resected and an ileo- 
jejunostomy was done. A bilateral salpingo-oophorec- 
tomy completed the surgical procedures. 


The patient was started on x-ray therapy to the 
retroperitoneal area on February 16. A total 2,925 r 
tumor dose was delivered to the midplane of the 
abdomen and pelvis in 29 days. At discharge the 
Hgb. was 11.7 Gm., hematocrit 35%, and total leuko- 
cyte count 3,300. She died on May 26, 1960, of her 
disease. 

Pathologic Description: The tumor in the ileum was 
18 cm. in length and intrinsically involved the wall of 
the bowel. The wall measured 1.5 cm. in thickness. 
The cut surface had a fish-flesh appearance. The 
largest lymph node measured 5.5 cm. maximally. The 
right ovary was lobulated into two parts measuring 
7.5 by 5 by 2.5 by 6.5 by 5 by 2.5 cm. The left ovary 
approximated the smaller part of the right one in 
dimensions (Fig. 1). Histologically the tumor in the 
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FIG. 1 


Forceps touching whitish lymphosarcoma in wall of ileum. Both ovaries and oviducts are to the left. 


ileum, and ovaries and lymph nodes was very similar. 
There was a preponderance of lymphoblastic cells with 
a few lymphocytes and reticulum cells also present 
(Figs. 2 and 3). 


Summary 


Review of the literature pertaining to 
clinically detected involvement of the ovaries 
by malignant lymphoma reveals 35 cases. An 
additional case of our own is presented which 
demonstrates the grave prognosis usually as- 


Lymphosarcoma in ovary. The tumor cells are partially 
Lymphosarcoma in ovary. (H & E stain X 51) separated by reticulin. (H & E stain X 205) 
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sociated with gross clinical involvement of 


the 


ovaries by malignant lymphoma. 
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Peptic Ulcers in Childrens 


R. M. BERG, M.D., Bismarck, N. D. 


Many clinicians have failed to make a diagnosis of peptic ulceration in children. The author 
considers this problem and relates his experiences in the diagnosis of peptic ulcer in children. 


THE DIAGNOSIS OF ULCER IN CHILDHOOD is be- 
coming more common. Numerous papers 
discussing ulcer in the pediatric age have ap- 
peared in the last decade. Approximately 
1,000 cases of peptic ulceration in children 
have been reported, and many additional cases 
are in the files of physicians and not available 
for analysis. For this reason, Dr. Robert B. 
Tudor, Chairman of the Department of Pedia- 
trics, Quain & Ramstad Clinic, established a 
Registry for Peptic Ulcer in Children in No- 
vember 1959. To date the Registry has re- 
ceived the case histories of 55 children with 
ulceration from 32 physicians. The purpose of 
this report is to summarize the characteristics 
of the 103 cases diagnosed radiologically by 
our group! and to review the Registry cases. 
Ten per cent of the stomach examinations in 
children have revealed peptic ulcers in our 
series. 

The combined age and sex distribution of 
duodenal ulcer for our series, and the Registry 
cases, is listed in table 1. The yearly distribu- 
tion is about equal except during the first 12 
months. The incidence in the first year is 
twice that of the yearly average for the other 
15 years. This may be a true increase in fre- 
quency, or due to the severe symptoms—bleed- 
ing, obstruction, or perforation—present in 
the youngest patients. There were more boys 


TABLE 1 


AGE AND SEX DISTRIBUTION 
OF DUODENAL ULCER 


Age Male Female Total 

0-14 days 1 1 4 

14 days-1 year 8 6 14 

1-6 years 14 14 28 

6-11 years 26 26 52 

11-16 years 30 12 42 
79 59 138 


Plus 5 with age or sex not reported = 143 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-Fourth Annual Meeting, St. Louis, Mo., Oct. 
31-Nov. 3, 1960. 
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TABLE 2 


AGE AND SEX DISTRIBUTION 
OF GASTRIC ULCER 


Age Male Female Total 
0-14 days 2 0 2 
14 days-1 year 2 1 3 
1-6 years 1 1 2 
6-11 years 2 2 4 
11-16 years 3 1 4 
10 5 15 


Five of these patients also had duodenal ulcers. 


with duodenal ulcer than girls, 79 to 59. 


There were 15 patients with gastric ulcer in 
the combined group (Table 2). Five of these 
also had duodenal ulcers, either simultan- 
eously (2) or at different times (3). One third 
of all the gastric ulcers occurred in the first 
year. These 5 did not have congenital absence 
of portions of the muscularis of the stomach, 
although this has been reported.2 Male pre- 
dominance was more marked than in the 
duodenal ulcers (10 to 5). The ratio of gastric 
to duodenal ulcers was 1 to 10. 

Forty patients in our series had a positive 
family history of ulcer (Table 3). The Regis- 
try cases have a lower percentage with a posi- 
tive history, but this was not recorded in half 
of the protocols. The familial occurrence of 
ulcer is well known. Both parents, an uncle, 
and three siblings of one 5 year old patient 
had ulcers. We believe that the susceptibility 
to peptic ulcer is inherited. Evidence on the 
occurrence of peptic ulcer in families and 
monozygous twins supports, but does not es- 
tablish, the view than an organ susceptibility 
to ulcer is inherited. The findings among 
patients with hereditary adult mucoviscidosis 
suggest the presence of an autosomal domi- 


TABLE 3 
FAMILY HISTORY OF ULCER 


Our series 40 of 103 positive 39.0% 
Registry 8 of 55 positive 14.5% 
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nant mode of inheritance both for the mu- 
coviscidosis and for duodenal ulceration. The 
relatives of patients with mucoviscidosis, but 
without peptic ulcers, also have a very high 
incidence of peptic ulcers. It was recently 
shown by Koch? that half of the unselected 
ulcer patients exhibit one or several of the 
characteristic features of miucoviscidosis. A 
possible explanation for the frequent co- 
existence of mucoviscidosis and peptic ulcer 
might be offered by postulating that one gene 
is responsible for apparently diverse manifes- 
tations. Support for this hypothesis is provided 
by the fact that the gastric and duodenal 
mucosa has an ample supply of mucus glands, 
and by the finding that the characteristic 
changes in mucoviscidosis may be more 
marked in these glands than in the pancreatic, 
or in the bronchial glands. Thus the develop- 
ment of peptic ulcer and mucoviscidosis is 
readily explained by the formation of mucosal 
cysts and subsequent erosion under the influ- 
ence of external irritants and the acid action 
of the gastric juice. 

During the first year, the symptoms of pep- 
tic ulceration are usually acute and are mani- 
fested by perforation, hemorrhage or obstruc- 
tion. Ulceration at this age may occur in asso- 
ciation with other diseases such as allergy to 
cow’s milk and anomalies of the small and 
large bowel. 


In the preschool years, the symptoms are 
more vague and less acute. These children 
usually complain of abdominal pain with 
little relationship to meals. However, our 
pediatricians believe that recurring abdominal 
pain, no matter where it is located, or what its 
relationship to meals, should be considered as 
peptic ulceration until x-ray examination has 
proven otherwise. Many of these children are 
irritable and fail to gain weight. Some of them 
have a stomach-ache all the time. A few come 
in with anemia because of chronic blood loss. 

The school age children with peptic ulcera- 
tion complain mainly of pain with meals or 
after meals. On this basis it seems to us that 
the symptoms of peptic ulceration in children 
have little relationship to ulcer symptoms 
after the age of 15. In most instances, during 
the acute phase of ulceration, food does not 
seem to give relief from the ulcer pain. These 
children also may have acute ulcerations mani- 
fested by hemorrhage and recurring cyclic 
vomiting. Ulcers at this age may occur in 
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association with acute illnesses such as burns, 
poliomyelitis, encephalitis or brain tumors. 
The diagnosis of peptic ulcer should not be 
made unless the crater can be definitely visual- 
ized. (Patients exhibiting indirect signs of 
ulcer or with suggestive clinical symptoms 
have not been included in this series. Those 
with hypersecretion, pylorospasm, and_ irri- 
tability of the bulb are reported as such, rather 
than as peptic ulcers.) 

The technic of examination has already 
been reported in detail.*.> Most children will 
be cooperative if the procedure is explained 
to them before the lights are turned out. The 
very young patients may require sedation or 
“mummification” before they can be exam- 
ined. The best detail is obtained with the use 
of water soluble contrast agents in the younger 
patients. To minimize exposure to the patient, 
the fluoroscopic time is sharply limited, and 
reliance is placed on multiple spot films in 
various projections. Ordinarily 8 to 12 spot 
films with 4 roentgenograms are taken during 
an examination of the stomach. 

Four illustrative case histories are presented 
below: 

Case 1. An illegitimate 2 day old Indian girl was 


referred because she had been vomiting blood for 24 
hours and had had 3 tarry stools. Examination revealed 


a duodenal ulcer (Fig. 1). She was treated with trans- 


fusions, dicyclomine HCl (Bentyl), and dihydroxy- 


FIG. 1 


(Case 1) Duodenal ulcer in a 2 day old girl with hema- 
temesis. 
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(Case 2) Duodenal ulcer in a 2 month old girl with anemia. 


aluminum aminoacetate (Robalate). The bleeding 
stopped in 48 hours. She has done well since. Re- 
examination at one month revealed the ulcer to be 
healed. 


(Case 3) Duodenal ulcer in a 6 month old girl with 
emesis. 
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Case 2. This 2 month old girl was admitted because 
of intermittent colic. The Hgb. was 9.8 Gm. Her 
mother stated she was a very fussy child. There was 
no family history of ulcer. Spot films revealed a duo- 
denal ulcer (Fig. 2). The symptoms and anemia dis- 
appeared following treatment and the mother stated 
she could not believe that it was the same child. Sub- 
sequent examination at 3 months revealed the ulcer to 
be healed. She has been symptom-free since. 

Case 3. A 6 month old girl was examined because 
of frequent vomiting of one month’s duration. She had 
had 4 to 5 loose stools daily for 2 weeks. There was no 
family history of ulcer. X-ray examination revealed a 
duodenal ulcer (Fig. 3). She responded well to treat- 
ment and has been symptom-free on subsequent visits. 

Case 4. A 45 month old boy was referred with a 
history of a stomach-ache for one year. It usually oc- 
curred at mealtime and at bedtime, and vomiting was 
frequent at night. Examination revealed a duodenal 
ulcer (Fig. 4). He was placed on Robalate and an 
ulcer diet. Examination a month later showed the 
ulcer to be healed. Seven months later he returned 
because of upper abdominal pain and blood in the 
stools. He was again placed on active ulcer treatment 
and has been well since. 


The 158 patients presented indicate that 
peptic ulcerations are a common childhood 
entity. In our experience they are more com- 
mon than such diseases as diabetes mellitus or 
rheumatic fever. An alertness and awareness 
by the physician that ulcerations occur in 
childhood is important so they may be diag- 
nosed and treated early. The differential diag- 
nosis should include food allergy, mesenteric 
adenitis, appendicitis, gastroenteritis, abdomi- 
nal epilepsy or migraine, pyelonephritis, vol- 
vulus and intussusception. Any child with ab- 


FIG. 4 


(Case 4) Duodenal ulcer in a 45 month old male. 
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dominal symptoms of long duration or re- 
peated episodes of abdominal discomfort 
should have a careful radiologic examination 
of the stomach. 


Dr. Robert B. Tudor supplied the information from 
the Registry for Peptic Ulcer in Children. 
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Discussion (Abstract) 


Dr. Seymour Ochsner, New Orleans, La. This pres- 
entation by Dr. Berg is very interesting. It is always 
stimulating, but disconcerting, to find that radiologists 
elsewhere are able to diagnose lesions more frequently 
than you can do yourself. 
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I want to show two slides. One will indicate the 
success, or perhaps I should say lack of success, by our 
group in New Orleans in diagnosing peptic ulcers in 
children. As you see, we have had about 450 gastric 
ulcers and only one has been in a patient under 16 
years. Of some 5,500 duodenal ulcers, only 7 have been 
seen in patients under 16 years of age. The gastric 
ulcer shown in this slide occurred in a male infant of 
3 days who died of gastric hemorrhage from the ulcer. 

To sooth my conscience at having diagnosed so few 
peptic ulcers in children, I have talked with many of 
the radiologists in New Orleans. None of them could 
recall having seen more than 5 cases. This included 
some radiologists whose practice had covered periods 
of more than 20 years or who had worked many 
years in large general hospitals. An informal tally in 
the New Orleans area revealed a total of 3 gastric 
ulcers and 41 duodenal ulcers that had been found by 
x-ray examination of children. 

Either ulcers are relatively rare in children who live 
along the lower Mississippi River, or the radiologists 
are failing to identify them. Could it be that we are 
not examining the children who have the ulcers? I 
think we will certainly be more alert to them in the 
future. Dr. Berg has aroused our interest and we are 
grateful for this very able presentation. 
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Louisville Physician Named President-Elect 
of Southern Medical Association 


Dr. A. Clayton McCarty, a Kentucky Colo- 
nel from Louisville, was named President- 
Elect of Southern Medical Association at the 
54th Annual Session held in St. Louis last No- 
vember. He will be installed as the fifty- 
seventh President of the Association at its next 
Annual Session in Dallas, Texas, November 
6-9, succeeding Dr. Lee F. Turlington of Bir- 
mingham. 

Son and grandson of Kentucky physicians, 
Dr. McCarty was born in Henderson, Ken- 
tucky, on January 5, 1897. He attended sec- 
ondary schools in Louisville and was grad- 
uated from du Pont Manual High School. He 
then attended the University of Louisville and 
the University of Pennsylvania, receiving his 
A.B. and M.D. degrees from the University of 
Pennsylvania. While attending the Universi- 
ties Dr. McCarty spent summers working as a 
bank employee, a Courier-Journal reporter, 
and a Pullman conductor. 


After interning at the Presbyterian Hospital 
in San Juan, Puerto Rico, and the Louisville 
General Hospital, he served his residency at 
the Pennsylvania Hospital. Dr. McCarty is 
now Associate Professor of Internal Medicine 
at the University of Louisville and Lecturer 
of Medical Economics. He is Senior Consul- 
tant of the U. S. Veterans Hospital and serves 
on the consulting, acting and courtesy staffs 
of eight other Louisville hospitals. 


Though Dr. McCarty is considered a “Ken- 
tucky Colonel” in the Old South sense of the 
word, it should be mentioned that this rank 
also holds true in the military sense. He has 
served in all four branches of the military 
service—having been a Marine flier in World 
War I, a Navy reservist after the war, a Navy 
physician for a brief time in World War II, 
then an Army physician, at the urging of med- 
ical colleagues who wanted him to help sign 
up other Army doctors. Associates in uniform 
then persuaded him to switch to the Air 


Corps, first as a hospital chief of medicine in 
Nashville, then as a flight surgeon at the San 
Antonio School of Medicine. 

At one time he was both a lieutenant com- 
mander in the Navy and a major in the Army. 
As he could not draw both salaries, one of the 
services thought he was A.W.O.L. for a time. 
He returned to the Army at this time as a 
full colonel commanding the 100th General 
Hospital in France. 

After returning to Louisville he has headed 
the Kentucky Advisory Committee to Selec- 
tive Service which was formed several years 
ago, this task having earned him a citation 
from President Eisenhower. He jokes of this 
and says, “It’s nothing in the world but losing 
all your friends in the medical service.” 

This fast-moving, fast-talking (it has been 
said Dr. McCarty is not a man of a few words), 
well-liked specialist has made hard work a 
habit. Having worked 18 to 20 hours a day 
for years, his busy life eventually caught up 
with him. He suffered a heart attack while 
attending the annual meeting of Southern 
Medical in 1959, and was told by heart spe- 
cialists that he must quit completely his busy 
practice of internal medicine. And though he 
seemingly has slackened his pace and _ has 
turned over his practice to an associate, a 
glance at his active schedule will assure one of 
his intentness and devotion to the profession of 
medicine. 

Dr. McCarty belongs to a host of medical 
organizations—American Board of Internal 
Medicine (Diplomate 1937); Jefferson County 
Medical Society; Kentucky and American 
Medical Associations; founder member of the 
World Medical Association; founder of the 
Kentucky chapter of the Arthritis and Rheu- 
matism Foundation; American Therapeutic 
Society; Fellow, American College of Physi- 
cians; American Gerontology Society; Space 
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Aero Medical Association; Fellow, American 
Geriatric Society; and the American and In- 
ternational Rheumatism Associations. 

Indeed, Dr. McCarty is not a passive mem- 
ber of these organizations,—he is a strong- 
willed man of action. Since becoming a mem- 
ber of Southern Medical Association in 1927, he 
has been a member and past-Chairman of the 
Council representing Kentucky, 1953-57; mem- 
ber and past-Chairman of the Executive Com- 
mittee; and past-Chairman of the following 
committees — Insurance Matters, Geriatrics, 
Awards, Building, Founding Life Member- 
ship, and Scientific Assembly; and First Vice- 
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President, 1959. Dr. McCarty became a life 
member of Southern Medical in 1958, receiv- 
ing the first certificate of life membership 
presented by the Association. 

An elder of the Second Presbyterian Church 
in Louisville for 30 years, Dr. McCarty is also 
very active in community affairs, belonging 
to numerous Louisville organizations. Dr. and 
Mrs. McCarty reside at 3303 Brownsboro Road 
on Mockingbird Hill. They have three chil- 
dren. 

As Southern Medical honors this Kentucky 
Colonel with its highest office, it too is hon- 
ored at having such a devoted member of the 
medical profession to look to for leadership. 


State News Items 


The Fifth Postgraduate Course on Fractures and 
Other Trauma sponsored by the Chicago Committee 
on Trauma of the American College of Surgeons will 
be held April 19-22, 1961, at the John B. Murphy 
Memorial Auditorium, 50 East Erie Street, Chicago. 
The registration fee will be $75.00. Inquiries concern- 
ing this meeting should be addressed to Dr. John J. 
Fahey, Chairman, 1791 West Howard Street, Chicago 
26, Illinois. 

The American Board of Obstetrics and Gynecology 
will hold its next scheduled examinations (Part II), 
oral and clinical, at the Edgewater Beach Hotel, Chi- 
cago, April 8-15, 1961. Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6, Ohio, is Secretary of the 
Board. 


ALABAMA 


New members of Jefferson County Medical Society 
are Drs. James S. Faulkner and Charles E. Herlihy, 
both of Birmingham. 

Drs. Ingeborg M. Johnson and Ricard Ceballos, 
both of Birmingham, have been certified as Diplo- 
mates of the American Board of Pathology. The physi- 
cians are both members of the Pathology Department 
at the University of Alabama Medical Center. 

Dr. Walter B. Frommeyer, Jr., Professor and Chair- 
man of the Department of Medicine at the University 
of Alabama Medical Center, has been named to the 
Board of the American Heart Association. He cur- 
rently is Chairman of the Board of the Alabama Heart 
Association. 


ARKANSAS 
Dr. Dale Alford, Little Rock, has been re-elected to 


serve in the House of Representatives of the Congress 
of the United States. 


Dr. Vida H. Gordon, Little Rock, has been certified 
in the sub-specialty of pediatric allergy, the first to be 
so certified in Arkansas. 

Dr. Andrew L. Pringos, Little Rock, has been re- 
elected President of the Arkansas Heart Association. 
Dr. G. H. Butler, Fayetteville, is Vice-President. 

Officers of the Arkansas Academy of General Prac- 
tice are Dr. Louis A. Whittaker, Jr., Fort Smith, Presi- 
dent; Dr. C. Lewis Hyatt, Monticello, President-Elect; 
Dr. Ross Maynard, Pine Bluff, Vice-President; and Dr. 
T. D. Honeycutt, Little Rock, Secretary-Treasurer. 

New members of various county medical societies in 
Arkansas are: Dr. Lawrence G. Pillstrom, Rogers, 
Benton County; Dr. E. H. Ball, Blytheville, Mississippi 
County; and Dr. Irving Kuperman, Little Rock, Pu- 
laski County. 


DISTRICT OF COLUMBIA 


Ofticers of the D. C. Dermatological Society are 
Col. Robert S. Higdon, MC, USA, Chairman; Dr. 
Manuel P. Landman, Vice-Chairman; and Dr. Marcus 
A. Weiner, Secretary-Treasurer. 

Dr. Thomas F. Keliher is Associate Professor of 
Medicine and Director of the Georgetown University 
Diagnostic Clinic. 

Dr. Walter A. Bloedorn, Emeritus Professor of Medi- 
cine at George Washington University School of Medi- 
cine, has been re-elected President of the Gorgas Me- 
morial Institute of Tropical and Preventive Medicine. 

Dr. Walter K. Myers is a Director of the American 
Security & Trust Company. 

New active members of the Medical Society of the 
District of Columbia are Dr. Leonidas A. Ayton, Paul 
A. di Sant’Agnese, Nicholas S. Ionedes, James L. 
Manuell, John W. Rout, Leslie Schaffer, Alma F. 
Skinner, and Robert W. Woods, all of Washington; 
Dr. Frank J. Bepko, Jr., Arlington, Virginia; and Dr. 
William H. Seward, Jr., Bethesda, Maryland. 
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FLORIDA 


The Eleventh Annual Postgraduate Seminar of the 
Mount Sinai Hospital of Greater Miami will be held 
at the Seville Hotel, Miami Beach, May 18-20, 1961. 
There is a nominal registration fee which is waived 
for internes and residents. Dr. Mortimer D. Abrash- 
kin, Meridian Medical Center, 1680 Meridian Avenue, 
Miami Beach 39, Florida, is Chairman of Promotion 
and Publicity. 

Dr. Charles M. Gray, Tampa, is President-Elect of 
the Radiological Society of North America. 

Officers of the Palm Beach County Chapter of the 
Florida Academy of General Practice are Dr. John 
Baber, West Palm Beach, President; Dr. James H. 
Rester, Lake Worth, Vice-President; and Dr. Ronald 
M. Thompson, West Palm Beach, Secretary-Treasurer. 


The Dade County Medical Association has an- 
nounced its new officers: Dr. W. L. Fitzgerald, 
President; Dr. James L. Anderson, President-Elect; Dr. 
Francis N. Cooke, Vice-President; Dr. George W. 
Robertson, Secretary; and Dr. Paul S. Jarrett, Treas- 
urer. The physicians are all of Miami. 


Dr. Wiley M. Sams, Miami, has been elected Presi- 
dent of the American Academy of Dermatology and 
Syphilology. 

Dr. David Burns, Miami, has been certified by the 
American Board of Internal Medicine. 

Officers of the Florida Hellenic Physicians are Dr. 
John A. Speropoulos, Miami, President; Dr. John M. 
Canakaris, Bunnell, Vice-President; and Dr. Pete G. 
Felos, Starke, Secretary. 


GEORGIA 


Officers of the Fulton County Medical Society are 
Dr. J. G. McDaniel, President; Dr. Tully T. Blalock, 
President-Elect; and Dr. John T. Godwin, Vice-Presi- 
dent; all of Atlanta. 


Dr. Cheney Sigman, Atlanta, has been elected to 
membership in the Southeastern Allergy Association 
and to Associate Fellowship in the American College 
of Allergists. 

Dr. H. B. Stillerman, Atlanta, is a Fellow of the 
American College of Physicians. 


The Atlanta Eye, Ear, Nose and Throat Society has 
elected officers: Dr. Lester A. Brown, President; Dr. 
Edward L. Askren, Jr., Vice-President; and Dr. Harry 
Arnold, Jr., Secretary-Treasurer. The physicians are 
all of Atlanta. 


Officers of the Georgia Academy of General Practice 
are Dr. Joseph B. Mercer, Brunswick, President; Dr. 
Charles E. McArthur, Cordele, President-Elect; Dr. W. 
Frank McKemie, Albany, Vice-President; and Dr. M. F. 
Simmons, Decatur, Secretary-Treasurer. 

Dr. Clarence A. Smith is the new chief of the Com- 


municable Disease Center, U. S. Public Health Service, 
Atlanta. 


Dr. Joseph S. Cruise, Atlanta, is President of the 
Georgia Tuberculosis Association. 

A new Director of the American Heart Association 
is Dr. Thomas L. Ross, Jr., Macon. 


Dr. Charles J. Rey, Jr., has joined the staff of the 
Austell Hospital in Austell. 
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Dr. Raymond Corpe, Superintendent of Battey State 
TB Hospital in Rome, was recently elected President 
of the Georgia Thoracic Society. 

The Third District Medical Society has elected: Dr. 
Robert H. Vaughan, Columbus, President; Dr. Schley 
Gatewood, Americus, Vice-President; and Dr. Robert 
Collins, Americus, Secretary-Treasurer. 


KENTUCKY 


The annual meeting of the Kentucky Pediatric So- 
ciety will be held at 2:00 p.m., April 20, 1961, at the 
Brown Hotel in Louisville. For further information 
contact the Secretary, Dr. E. P. Scott, 400 Cornell Place, 
Louisville 7, Kentucky. 

New officers of the Bell County Medical Society 
are: Dr. Joseph Krakauer, Middlesboro, President; 
and Dr. Fred B. Weller, Middlesboro, Vice-President. 

The new President of the Mercer County Medical 
Society is Dr. George F. Ballard, Harrodsburg. Other 
officers are: Dr. John A. Baughman, Vice-President, 
and Dr. C. B. Van Arsdall, Secretary-Treasurer, both 
of Harrodsburg. 

Dr. R. E. Davis, Central City, was recently elected 
President of the Muhlenberg County Medical Society. 
Dr. J. N. Tulloh, also of Central City, is Vice-Presi- 
dent, and Dr. G. F. Brockman, Greenville, is Secretary- 
Treasurer. Dr. C. J. Shipp, Greenville, will be delegate 
to the KSMA with Dr. Brockman as alternate. 

Dr. Daniel Pickar, Veterans Administration Hos- 
pital, Louisville, is the new President of the Kentucky 
Chapter, American College of Chest Physicians. Dr. 
William H. Anderson, Harlan, was elected Vice-Presi- 
dent, instead of President, as inadvertently reported in 
the January issue of the Journal. 

Ten Louisville physicians have become members of 
the Kentucky State Medical Association: Drs. James 
E. Alvey, Orville S$. Clark, Robert G. Cooper, James 
W. Dorton, Ronald L. Levine, James A. Marshall, 
Alfred E. Mattox, Marvin Murray, James S. Rieser and 
Russell F. Scalf. 

Dr. H. Davis Chipps, Lexington, has been instai!ed 
as President of the Kentucky Society of Pathologisis. 
Dr. M. David Orrahood, Owensboro, was named Pres- 
ident-Elect and Dr. George Tanner, Fort Thomas, 
was elected Secretary-Treasurer. 


MARYLAND 


Dr. Carlton Brinsfield, Cumberland, is President of 
the Memorial Hospital medical staff. 

Dr. Clay E. Durrett, Cumberland, has been elected 
to the Board of Directors of the Cumberland Savings 
Bank. 

Officers of the Worcester County Medical Society 
are Dr. C. Stanford Hamilton, President; Dr. Norman 
E. Sartorius, Jr., Vice-President; and Dr. Charles W. 
Trader, Secretary-Treasurer; all of Pocomoke. 


MISSISSIPPI 


Officers of the Mississippi Chapter, American Col- 
lege of Surgeons, are Dr. M. M. Snelling, Gulfport, 


Continued on page 60 


| 
> TY 


DISTURBED CHILDREN 


Treatment for emotionally disturbed chil- 
dren lags behind our efforts to care for adult 
and senile psychiatric patients. Only 10 of 
our 50 states provide separate facilities for 
psychotic children. None of these is in the 
southern area. Children and adolescents ei- 
ther are not admitted to our state mental 
institutions or are housed with adults, with- 
out the special facilities that provide optimum 
measures for recovery. 


Everywhere the need is recognized by lay 
and professional workers in the field of men- 
tal health and by informed legislators. We 
can expect more action soon. 

Florida, for example, in July 1961, will 
start construction of a 48 bed facility for 
children on the grounds of the South-East 
Florida State Hospital near Hollywood. The 
estimated cost of the building is one million 
dollars. The estimated cost to the state for pa- 
tient care of these children is $30 per day. 
Economy minded legislators, however, are con- 
sidering this a worthwhile investment in re- 
storing to potential productivity our youngest 
citizens, who otherwise would likely become 
permanent dependents of the state. When one 
considers the benefit not only to the sick child 
or adolescent but the effect upon the entire 
family circle the potential reward is obviously 
much greater. 


Tennessee has been developing a day care 
program for these children that may prove 
effective as well as economical. 


For the greater number of medically in- 
digent children who are not so disturbed or 
psychotic as to require hospital treatment, 
but are in need of treatment for emotional 
behavior disorders, the local mental health 
and child guidance clinics are providing much 
help. Minimum needs, however, are not yet 
being met. It has been estimated that there 
is a need for one clinic per 100,000 popula- 
tion. Local committees as well as state pro- 
grams are gradually developing more ade- 
quate clinics. In some places guidance pro- 
grams in the schools are helping teachers and 
parents to recognize and deal effectively with 
incipient problems and, the practice of posi- 
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tive mental health principles to prevent emo- 
tional disturbance. Family doctors and pedia- 
tricians are playing an increasing role in this 
area. 

The needs are great. The efforts to meet 
the needs are increasing. The demand for 
qualified child psychiatrists far exceeds the 
supply. Dr. Frank Curran, one of the pio- 
neers in setting up proper standards by pre- 
cept and practice as well as by formal action, 
has described the development of this impor- 
tant sub-specialty of psychiatry and require- 
ments for certification in this field. There 
are some who consider certification in child 
psychiatry unnecessary overspecialization, but 
there is no one who does not respect and 
appreciate what the child psychiatrists are 
trying to do for the youthful sufferers of 
emotional and mental illness. 


SULLIVAN G. BEDELL, M.D. 


THE DOCTOR IN 
OCCUPATIONAL MEDICINE 


In this issue appears a paper on “Industrial 
Medicine as a Part of General Practice.”! This 
should attract the attention certainly of every 
reader who is in general practice as well as 
the one with especial interest in occupational 
medicine. The Council on Occupational 
Health of the A.M.A.? offers this definition. 
“The term ‘occupational medicine’ means 
that branch of medicine practiced by physi- 
cians in meeting medical problems and needs 
under occupational health programs.” The 
interests and broad viewpoint of the general 
practitioner make him the most logical person 
to become interested in this field as a part- 
time specialty. 

A half century ago this small area in medi- 
cine received a real impetus as the result of 
the workmen’s compensation laws, and it 
quickly became obvious to management that 
the prevention of accidents was not only the 
humane thing to do, but paid off financially. 
In these early days the industrial physician 


1. Eckardt, Robert E.: Industrial Medicine as a Part of 
General Practice, South. M. J. 54:245, 1961. 

2. Statement: Scope, Objectives, and Functions of Occupa- 
tional Health Programs, J.A.M.A. 174:533, 1960. 
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dealt mainly with traumatic surgery, from the 
minor to the major. But prevention is part 
of the gospel of the good physician, and man- 
agement soon came to accept and depend on 
the doctor’s suggestions as to safety regu- 
lations and devices to prevent accidents. 

With the elimination of much episodic 
disease,—infections for example, the doctor 
turns more and more to preventive medicine, 
—immunization, well-baby clinics, delaying 
the disabling manifestations of hypertension, 
diabetes and heart disease. The psychiatrist 
is interested more in mental health than in 
psychoses. So too, occupational health pro- 
grams are becoming more and more programs 
of preventive medicine, as the accident rates, 
at least within the large factories, are be- 
coming smaller and smaller. 

The pre-employment examination uncovers 
remedial diseases or abnormalities, which, 
when corrected, may extend life or at least 
make it more enjoyable and less uncomfort- 
able. The periodic re-examination, now pro- 
vided for in many industries, has the same 
objectives of uncovering with advancing years 
diabetes, heart disease and the like. The 
office at the plant is the place where the 
doctor or nurse hears complaints which may 
need further study or treatment by the em- 
ployee’s family doctor or at the hands of a 
consultant. Absenteeism, whether from alco- 
hol or psychoneurosis or because of recurrent 
family or marital problems, offers a large 
field for counseling and prevention in the 
area of mental health. 


Surely the interests of the general practi- 
tioner ranging from the more minor aspects 
of traumatic surgery, through general medi- 
cine for the family and its environment, make 
him the “natural” for the part-time specialty 
of occupational medicine. It is said that 
roughly 99°% of the employers of the Country 
have fewer than 500 on the payroll, and that 
80°, of the employed work for these smaller 
industries.* Therefore, probably most of the 
50,000,000 workers in the Country will not 
have the benefits of the full-time specialist in 
occupational medicine, yet should not be de- 
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prived of the preventive measures in this field. 
Sanitary or hygienic engineers are more likely 
to be missing also in the small plants, and 
thus the part-time specialist in occupational 
medicine should be alert to the toxicologic 
hazards as well as the hazards of possible 
trauma. 


For the younger man who becomes in- 
terested in this type of medical work there is 
the specialty of Occupational Medicine, offi- 
cially recognized in 1955 with eligibility, after 
prescribed work and experience, under the 
American Board of Preventive Medicine. For 
such special training, Departments of Pre- 
ventive Medicine in several medical schools 
provide the opportunities for preparation in 
this field. For the part-time physician in oc- 
cupational medicine short courses are offered 
in a number of medical schools. ‘The School 
of Public Health of Columbia University 
offers a program of home study. 

Shepard’s® description of the desirable 
qualifications for the part-time physician in 
occupational medicine may be paraphrased 
as follows: (1) he must be a good doctor and 
like people; (2) he must be flexible in a new 
environment and be willing to consult with 
specialists in this new area; (3) he must be 
interested in preventive medicine which has 
many ramifications; (4) he should be a good 
administrator; (5) he should be familiar with 
community organizations and facilities and 
have good rapport with his confreres and the 
local county medical society; (6) he should 
know how environmental factors affect per- 
formance and the well-being of the worker; 
(7) he should be available for health coun- 
seling with employees; and (8) he should 
have direct access to top management. 

There is need for more part-time men in 
occupational medicine. This field should 
offer a challenge to the general practitioner 
because of the need for a broad viewpoint or 
approach and as a‘constant stimulus to re- 
search in the relationship of the worker to 
his environment. 


3. Shepard, William P.: The Practice of Industrial Medi- 
cine—What It Takes, J. Occupational Med. 2:255, 1960. 
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Abdominal Distention in Lobar Pneumonia.* 


“In scanning the literature on meteorism we found a 
most interesting lecture, written by Francis Sibson in 
1873. We wish to quote from this classic: 

“*You will at once see how seriously disention of the 
colon must affect the organs of the chest, not only the 
lungs, but also the heart, by displacing that organ to 
the left, whereas, in the case of the stomach, its dis- 
placement tended rather to the right. 


“We find that the heart and the lungs are put to an 
immense disadvantage—that the lungs are compressed 
and the reserved air driven out of them—that the heart 
is compressed and the blood driven out of it—that the 
ventricles are diminished in size and are incapable of 
receiving so much blood as they did before—that there 
is an obstacle to their action, and that they are incapable 
of sending out the blood that they have already received 
with the ease that they did before,—again, if you look 
at the walls of the chest and the diaphragm, you see 
what an obstacle is put to the very limits, by which, as it 
were, the lungs expand and the heart is moved... .’ 

“We are not concerned here with the ordinary accum- 
ulation of gas in the intestinal tract, but with the ex- 
cessive formation of gas which results in flatulent dis- 
tention... . 


“. . . Distention is a symptom of decided importance 
since through its mechanical effects and through the 
distress and fatigue it causes the patient it may well 
have a decided effect upon the mortality rate in pneu- 
monia and other febrile diseases. We have found the 
treatment of distention by rectal suction siphonage safe, 
inexpensive and simple. The results obtained in a large 
group of patients with lobar pneumonia at the Philadel- 
phia General Hospital are here presented. 


“From December 1, 1934, to May 20, 1935, 335 cases of 
lobar pneumonia (220 men and 115 women) were treated 
in the special fever wards. This hospital accepts only 
charity cases for treatment. In most of them the disease 
was far advanced at the time of admission, and, since 
they were from the poorer sections of the city, their pow- 
ers of resistance were not of the best. 

“Of these 335 cases of lobar pneumonia, 129 or 38.6 
per cent were clinically distended (39.5 per cent of the 
men and 36.5 per cent of the women). The distention 
was of sufficient degree to necessitate active therapy. In 
comparison, there were few other complications. Our 
experience indicates that abdominal distention is by far 
the most common complication of lobar pneumonia... . 

“Early in the series many patients with Grade 3 dis- 
tention were selected for treatment by suction siphonage; 
as the treatment was found to be successful, earlier cases 


*Goldman, J., and Cohen, A.: Abdominal Distention in 
Lobar Pneumonia, Ann. Int. Med. 9:1222, 1936. 


were selected until late in the series nearly all were 
Grades 1 and 2. As has been discovered by other workers, 
early distention responds to treatment much more readi- 
ly than when far advanced. Grade 3 cases were, at times, 
most difficult to deflate and to keep deflated; on the 
other hand, distention in Grade 1 or 2 cases rarely re- 
curred once they were successfully deflated. It was fi- 
nally decided to start suction siphonage on all cases that 
showed the earliest signs of distention. These were 
easily controlled, and the deflation was maintained in 
practically all so treated. However, many cases ad- 
mitted with Grade 3 distention were refractory. 


Conclusions 


“1. Abdominal distention is the commonest compli- 
cation in lobar pneumonia. When extreme it may bea 
contributory factor in the mortality rate. 

“2. Rectal suction siphonage is a safe, inexpensive, 
and effective method of relieving abdominal distention, 
and has been a great comfort to our patients.” 
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.A., M.D., Department of Medicine, University of Cam- 
bridge. 247 pages. New York: Cambridge University Press, 
1960. Price $11.50. 
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College. Modern Medical Monographs. 99 pages. New 
York: Grune & Stratton, Inc., 1960. Price $5.25. 
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Wilkinson, M.R.C.P. 40 pages, 69 illustrations. Baltimore: 
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The Memoirs of Ray Lyman Wilbur. By Edgar Eugene 
Robinson and Paul Carroll Edwards, Editors. 673 pages. 
= Calif.: Stanford University Press, 1960. Price 
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The Normal Skull. By Robert Shapiro, M.D., Associate 
Clinical Professor of Radiology, Yale University School of 
Medicine; and Arnold H. Janzen, M.D., Assistant Radiologist, 
The Hartford Hospital. 247 pages, with 645 illustrations. 
New York: Paul B. Hoeber, Inc., 1960. Price $18.00. 


Toward the Diagnosis of Congenital Heart Disease. By W. 

Carleton Whiteside, M.D., Victoria, B.C., Canada. 85 pages. 

Ill.: Charles Thomas, Publisher, 1960. 
ice $4.50. 


Blood Flow in Arteries. By Donald A. McDonald, M.A., 
D.M., D.Sc., University of London at the Medical College 
of St. Bartholomew’s Hospital, London. 320 pages. Balti- 
more: Williams & Wilkins Company, 1960. Price $8.50. 
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lomas. Edited by Samuel Bluefarb, M.D., American 
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Thomas, Publisher, 1960. Price $14.50. 
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Aligire, R.N., M.A., and Ruth R. Denney, R.N., B.S. 61 
pages. New York: Springer Publishing Company, 1960. 
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Procurement and Materials Management for Hospitals. By 
Rex H. Gregor, Director of Purchases, Rochester Methodist 
Hospital, and Harold C. Mickey, B.B.A., F.A.C.H.A., Admin- 
istrator, Rochester Methodist Hospital, Rochester, Minn. 156 
pages. Price $7.50. 


Fundamentals of Nerve Blocking. By Vincent J. Collins, 
M.D., Associate Professor of Anesthesiology, New York Uni- 
versity Medical Center. 344 ‘po 144 illustrations. Phila- 
delphia: Lea & Febiger, 1960. Price $9.50. 


Radiation Injury in Man. By Eugene P. Cronkite, M.D., 
Head of Division of Experimental Pathology, Medical Re- 
search Center, Brookhaven National Laboratory, and Victor 
P. Bond, M.D., Head, Division of Microbiology, Medical 
Research Center, Brookhaven National Laboratory, Upton, 
N. Y. 194 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1960. Price $6.50. 


Electron Microscopy of The Cardiovascular System. By Bruno 
Kisch, M.D., Professor and Medical Director, Yeshiva Uni- 
versity, N. Y. 176 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1960. Price $7.50. 


Neuropharmacology. Transactions of the Fifth Conference 
May 1959. Edited by Harold A. Abramson, M.D., Consultant 
in Research Psychiatry, State Hospital, Central Islip, N. Y. 
Par Peet New York: Josiah Macy, Jr., Foundation, 1960. 
rice $6.00. 


Medical Research and the Death Penalty. A Dialogue. By 
Jack Kenorkian, M.D. 75 pages. New York: Vantage Press, 
1960. Price $2.50. 


The Tonsils and Adenoids in Childhood. By Donald F. 
Proctor, M.D., Associate Professor of Laryngology and Otology, 
Johns Hopkins University School of Medicine. 64 pages. 
oo Ill.: Charles C. Thomas, Publisher, 1960. Price 


Electroencephalography in Anesthesiolo, By Albert Faul- 
coner, Jr., M.D., iate Professor of Anesthesiology and 
Physiology, Mayo Foundation, Graduate School, University of 
Minnesota; and Reginald G. Bickford, M.B., Professor of 
Physiology, Mayo Foundation, Graduate School, University 
of Minnesota. American Lecture Series. 95 pages. rid 
field, Ill.: Charles C. Thomas, Publisher, 1960. Price $4.75. 


The Child with Mongolism (Congenital Acromicria). By 
Clemens E. Benda, M.D., iate Professor, Clark Univer- 
sity, Worcester, Mass. New York: Grune & Stratton, Inc., 
1960. Price $9.50. 


Intra-Osseous Venography. By Robert A. Schobinger, M.D., 
Clinical Instructor in Surgery, Albert Einstein liege of 
Medicine, N. Y. C. 238 pages. New York: Grune & Stratton, 
Inc., 1960. Price $14.50. 


Congenital Malformations. Ciba Foundation Symposium. By 
G. E. W. Wolstenholme, and Cecilia M. O’Connor. 292 pages, 
91 illustrations. Boston: Little, Brown & Company, 1960. 
Price $9.00. 


Embolic Dispersoids in Health and Disease. By Gus Schreiber, 
M.D., Baylor University Medical Center, Dallas, Texas. Ameri- 
can Lecture Series. 80 pages. — Ill.: Charles C. 
Thomas, Publisher, 1960. Price $5.50. 


Cancer: Disease of Civilization? x, Vilhjalmur Stefansson. 
New York: Hill and Wang, Inc., 1960. Price 


Carcinoma in Situ of the Uterine Cervix. By Gilbert H. 
Friedel, M.D., Assistant in Pathology, Harvard Medical School 
and Associate in Pathology, Boston University School of 
Medicine;, Arthur T. Hertig, M.D., Head of Department of 
Pathology, Harvard Medical School; and Paul A. Younge, 
M.D., Assistant Clinical Professor of Gynecology, Ha 
Medical School. 150 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1960. Price $7.50. 
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Contributions to Obstetrics and Gynaecology 


By V. N. Shirodkar, M.D., F.R.CS., F.A.C.S., Emer- 
itus Professor of Obstetrics and Gynaecology, Grant 
Medical College, Bombay. 150 pages. Baltimore: 
Williams & Wilkins Company, 1960. Price $8.50. 


The name “Shirodkar” has become a part of the 
vocabulary of the modern obstetrician-gynecologist, in 
reference to the revolutionary concepts of surgical 
treatment of selected cases of abortion in the mid- 
trimester. This book presents the surgical experience 
of this Bombay physician illustrated with many large, 
clear photographs retouched to bring out detail. The 
topics include repair of the incompetent cervix, 
Shirodkar’s modification of the Manchester operation, 
tuboplasty, and construction of the artificial vagina. 
The author’s results in selected cases of tuboplasty ap- 
proach 40% success. Optimum criteria are cornual 
occlusion with normal distal two thirds, usually secon- 
dary to previous abortion. An unusual approach to the 
difficult cases of prolapse in young women desiring 
children is by reconstruction of what actually are new 
uterosacral ligaments by the abdominal route. The 
remainder of the book deals briefly with miscellaneous 
problem cases and suggestions by the author. The only 
point of conflict might be the treatment of resistant 
functional uterine bleeding with low dosage radium in 
young women desirous of further children. Altogether 
this brief collection of papers by the author is interest- 
ing, enjoyable reading and his technics are in many 
instances the product of clear thinking and ingenuity. 


A Short History of Obstetrics and Gynecology 


By Theodore Cianfrani, M.D., Associate Professor of 

Obstetrics and Gynecology at the Graduate School of 

Medicine, University of Pennsylvania. 419 pages. 

Springfield, Ill.: Charles C. Thomas, Publisher, 1960. 

Price $12.50. 

To quote the author, “Some histories are unneces- 
sarily elongated by their anecdotal character and by 
too many unauthenticated, bizarre, human interest 
stories; others are the antithesis of this, that is, too 
concise and factual and therefore difficult to hold the 
reader’s interest. A moderate amount of the unusual 
component of medical behavior peculiar to the past 
should be sufficient to support one’s interest.” The 
short history by Dr. Cianfrani is not intended as a 
research project but merely attempts to convey “a 
panoramic view of Obstetrics and Gynecology.” Be- 
ginning with the use of the speculum in the second 
century, minimal progress occurred until the 16th- 
17th century with the introduction of the micro- 
scope. The mysterious secret of the Chamberlen 
forcep was well kept from 1598-1733 when the secret 
was finally divulged. McDowell actually was the ini- 
tiator of gynecologic surgery in 1809, with the per- 
formance of ovariotomy under adverse and dramatic 
circumstances. Later in the 1800’s ether, chloroform 
and nitrous-oxide were developed as anesthetics fol- 
lowed by the monumental discoveries of Pasteur, Lis- 


ter, Holmes and Semmelweis. Sims cured vesicovaginal 
fistula, Virchow studied cellular pathology, and in the 
1890’s the x-ray and radium were discovered. Fraenkel 
and Schroeder emphasized endocrine studies followed 
in about 1929 by a resurgence with the discovery of 
the antibiotics and endocrine advances. Dr. Cianfrani 
properly stresses the civilization of the period under 
discussion as related to the men and their discoveries, 
In addition, he believes that the history of Obstetrics 
and Gynecology cannot be divorced from that of gen- 
eral medicine. This short history is well written, con- 
tains many interesting illustrations and as well a brief 
outline at the conclusion of each chapter. Much time 
is spent in explaining the background of culture as 
applied to each discovery. Altogether this is an enjoy- 
able work, well worth reading, which will help develop 
depth of knowledge and an understanding in the field. 


Nonpenetrating Injuries of the Abdomen 


By Robert H. Kennedy, M.D., Consulting Surgeon, 

Beekman-Downtown, Bellevue and University Hos- 

pitals. 112 pages. Springfield, Ill: Charles C, 

Thomas, Publisher, 1960. Price $4.75. 

This is a thorough clinical resumé of all the types 
of intra-abdominal injuries recorded in the world lit- 
erature. After devoting a few chapters to the generali- 
ties of diagnosis and treatment, the author discusses 
each separate organ system. A separate chapter is de- 
voted, for example, to the gallbladder and bile ducts, 
the liver, the spleen, the pancreas, the kidney, and the 
vascular system. The frequency of the injury, the eti- 
ology and the essentials of management are outlined 
in considerable detail. The author is personally well 
experienced in the care of abdominal trauma and he 
liberally supplements his own observations with those 
recorded in the literature. The bibliography is exten- 
sive. There are no photographs, tables or diagrams. 
The work is strictly clinical and immensely practical. 
All those concerned with accident room work will 
find this little volume a great help. 


The Multilingual Manual for Medical Interpreting 


By Louis R. M. Del Guercio, M.D., Assistant in Sur- 
gery, New York University College of Medicine. 156 
pages. New York: Pacific Printing Company, 1960. 
This handbook has been written for the benefit of the 
unilingual physician who must examine patients who do 
not speak English. The book is divided into 6 sections 
devoted to French, Spanish, German, Italian, Polish and 
Russian, respectively. In each section there are standard 
questions which are used in obtaining a medical history 
and various phrases and statements employed during an 
examination. Each English question is followed by the 
foreign language equivalent to which the doctor may 
point if the patient can read his native language. 
Below the foreign language question is the phonetic 
transliteration. In this manner the physician is able to 
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16, Louisiana 

Dr. Hamilton W. McKay, 1012 Kings Drive, Charlotte 
7, North Carolina 

Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 


Dr. Walter C. Jones, 550 Brickell Avenue, Miami 82, 
Florida 


Dr. Alphonse McMahon, Missouri Theatre Building, 
St. Louis 3, Missouri 


Dr. R. L. Sanders, 20 South Dudley Street, Suite 306 B, 
Memphis 3, Tennessee 


Dr. W. Raymond McKenzie, Medical Arts Building, 
Baltimore 1, Maryland 


Dr. J. P. Culpepper, Jr., 709 Arledge Street, Hatties- 
burg, Mississippi 

Dr. W. Kelly West, 520 Osler Building, Oklahoma 
City 3, Oklahoma 


Dr. Milford O. Rouse, 1414 Medical Arts Building, 
Dallas 1, Texas 


Dr. Edwin Hugh Lawson, 2700 Napoleon Avenue, New 
Orleans 15, Louisiana 


Section Officers 


Section on Allergy 
Dr. Thomas E, Van Metre, Jr., Chairman, 1014 St. 
Paul Street, Baltimore 2, Maryland 


Dr. John P. McGovern, Vice-Chairman, 3509 Mon- 
trose Boulevard, Houston 6, Texas 

Dr. Claude A. Frazier, Secretary, 516 City Hall Build- 
ing, Asheville, North Carolina 


*Dr. Thomas R. McElhenney, Secretary-Elect, 1402 
Nueces Street, Austin 1, Texas 


Section on Anesthesiology 


Dr. Leonard William Fabian, Chairman, University 
Medical Center, 2500 North State Street, Jackson, 
Mississippi 
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Dr. Robert B. Dodd, Vice-Chairman, Barnes Hospital, 
St. Louis 10, Missouri 


*Dr. M. T. Jenkins, Secretary, Parkland Memorial 
Hospital, Department of Anesthesiology, Dallas 35, 
Texas 


Section on Dermatology and Syphilology 
Dr. J. Fred Mullins, Chairman, 827 Mechanic Street, 
Galveston, Texas 


*Dr. D. Shelton Blair, Vice-Chairman, 1110 Medical 
Arts Building, Dallas 1, Texas 


*Dr. Morris Waisman, Secretary, 706 Franklin Street, 
Tampa 2, Florida 


Section on Gastroenterology 
*Dr. Harrison J. Shull, Chairman, 333 Medical Arts 
Building, Nashville 12, Tennessee 


*Dr. Francis C. Douglas, Vice-Chairman, 1414 Medical 
Arts Building, Dallas 1, Texas 


Dr. Malcolm P. Tyor, Secretary, Department of Medi- 
cine, Duke University Medical Center, Durham, 
North Carolina 


Section on General Practice 
Dr. Barney W. Finkel, Chairman, 6508 West Floris- 
sant Avenue, St. Louis 20, Missouri 


*Dr. Eli R. Cox, Vice-Chairman, 6331 Prospect Avenue, 
Dallas 14, Texas 


*Dr. Stanley D. Hand, Secretary, Athens Clinic, Athens, 
Alabama 


Section on Gynecology 
Dr. Wm. Durwood Suggs, Chairman, 1213 West 
Franklin Street, Richmond 20, Virginia 
*Dr. Lawrence L. Hester, Jr., Vice-Chairman, Medical 


College Hospital, 55 Doughty Street, Charleston, 
South Carolina 


Dr. Buford Word, Secretary, 2205 Highland Avenue, 
Birmingham 5, Alabama 


Section on Industrial Medicine and Surgery 
Dr. A. N. Sam Houston, Chairman, 912 Union Street, 
New Orleans 12, Louisiana 


Dr. James L. Hughes, Chairman-Elect, Box 541, Greer, 
South Carolina 

Dr. James Frenkil, Vice-Chairman, 338 West Pratt 
Street, Baltimore 1, Maryland 


*Dr. William L. Macon, Secretary, 7200 Manchester 
Boulevard, St. Louis 17, Missouri 


Section on Medicine 


Dr. Kelly T. McKee, Chairman, Medical College 
Hospital, 55 Doughty Street, Charleston, South 
Carolina 


*Dr. I. Frank Tullis, Chairman-Elect, University of 
Tennessee, Department of Medicine, 858 Madison 
Avenue, Memphis 3, Tennessee 

*Dr. James A. Farley, Vice-Chairman, 1000 Fifth 
Avenue, Fort Worth 4, Texas 


*Dr. Margaret S. Klapper, Secretary, 1919 Seventh 
Avenue, South, Birmingham 3, Alabama 
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Section on Neurology and Psychiatry 
Dr. Charles E. Dowman, Chairman, 1415 Peachtree 
Street, N.E., Atlanta 9, Georgia 


Dr. Joe E. Tyler, Chairman-Elect, 309 Columbia 
Building, 2651 East 2lst Street, Tulsa, Oklahoma 


*Dr. William G. Reese, Secretary, University of 
Arkansas Medical Center, 4301 West Markham 
Street, Little Rock, Arkansas 


Section on Obstetrics 
Dr. Ernest W. Franklin, Jr., Chairman, 1324 Scott 
Avenue, Charlotte 3, North Carolina 


Dr. John D. Gordinier, Vice-Chairman, 4122 Shelby- 
ville Road, Owens Medical Center, Louisville 7, 
Kentucky 


Section on Ophthalmology and Otolaryngology - 
*Dr. Miles L. Lewis, Jr., Chairman, 1539 Delachaise 
Street, New Orleans, Louisiana 


*Dr. Samuel D. McPherson, Jr., Chairman-Elect, 1110 
West Main Street, Durham, North Carolina 


*Dr. Claude D. Winborn, Vice-Chairman, 3707 Gaston 
Avenue, Dallas 10, Texas 


Dr. Albert C. Esposito, Secretary, 1212 First National 
Bank Building, Huntington 1, West Virginia 


Section on Orthopedic and Traumatic Surgery 

Dr. Elias Margo, Chairman, 605 N.W. Tenth Street, 
Oklahoma City $8, Oklahoma 

Dr. H. Robert Brashear, Jr., Vice-Chairman, Uni- 
versity of North Carolina School of Medicine, 
Chapel Hill, North Carolina 

*Dr. Wood W. Lovell, Secretary, 340 Boulevard, N.E., 
Suite 545, Atlanta 12, Georgia 


Section on Pathology 
Dr. Warren B. Matthews, Chairman, c/o Kennestone 
Hospital, Marietta, Georgia 
*Dr. May Owen, Vice-Chairman, Terrell’s Laboratories, 
P. O. Box 1719, Fort Worth 2, Texas 


Dr. George J. Carroll, Secretary, Louise Obici Me- 
morial Hospital, Suffolk, Virginia 


Section on Pediatrics 


Dr. Theodore C. Panos, Chairman, University of 
Arkansas Medical Center, Little Rock, Arkansas 
*Dr. Richard W. Blumberg, Vice-Chairman, Emory 
University School of Medicine, 69 Butler Street, 

S.E., Atlanta 3, Georgia 
Dr. Harris D. Riley, Secretary, Department of 
Pediatrics, Children’s Memorial Hospital, Univer- 
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sity of Oklahoma Medical Center, 800 Northeast 
Thirteenth Street, Oklahoma City 4, Oklahoma 


Section on Physical Medicine and Rehabilitation 
Dr. Torsten H. Lundstrom, Chairman, 7600 Carroll 
Avenue, Takoma Park 12, Maryland 
Dr. Solomon Winokur, Chairman-Elect, 4900 Pry- 
tania Street, New Orleans 15, Louisiana 


*Dr. Robert A. Gregg, Secretary, 4001 East Bessemer 
Road, Greensboro, North Carolina 


Section on Plastic and Reconstructive Surgery 
*Dr. Robert F. Hagerty, Chairman, 280 Calhoun 
Street, Charleston, South Carolina 
*Dr. Erle E. Peacock, Jr., Vice-Chairman, North 
Carolina Memorial Hospital, Chapel Hill, North 
Carolina 


*Dr. Clifford C. Snyder, Secretary, 550 Brickell Ave- 
nue, Miami 32, Florida 


Section on Proctology 
Dr. Patrick H. Hanley, Chairman, Ochsner Clinic, 
3503 Prytania Street, New Orleans 15, Louisiana 
*Dr. Alvin Baldwin, Jr., Vice-Chairman, 714 Doctors 
Building, 3707 Gaston Avenue, Dallas 10, Texas 


*Dr. R. Leeves McCarty, Secretary, 1515 Elizabeth 
Avenue, Charlotte 4, North Carolina 


Section on Radiology 
Dr. Herbert C. Francis, Chairman, Vanderbilt Uni- 
versity Hospital, Nashville 5, Tennessee 
Dr. Seymour Ochsner, Vice-Chairman, Ochsner 
Clinic, 3503 Prytania Street, New Orleans 15, 
Louisiana 
*Dr. Robert D. Sloan, Secretary, University Medical 
Center, 2500 North State Street, Jackson 6, Mis- 
sissippi 
Section on Surgery 
Dr. Marshall L. Michel, Chairman, 1441 Delachaise 
Street, New Orleans 15, Louisiana 


*Dr. Benjamin F. Byrd, Jr., Secretary, 2122 West End 
Avenue, Nashville, Tennessee 


Section on Urology 
Dr. Reese C. Coleman, Jr., Chairman, 490 Peachtree 
Street, N.E., Atlanta 8, Georgia 
Dr. William H. Morse, Vice-Chairman, 188 South 
Bellevue Street, Memphis 4, Tennessee 


*Dr. Samuel K. Cohn, Secretary, 2701 South 10th 
Avenue, Birmingham 5, Alabama 


*New Officers—Elected at St. Louis Meeting, 1960. 
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Do you know of a deserving member of Southern Medical Association whom you 
would like to nominate for one of the following Awards? If so, you are requested 
to complete the required forms for nomination at your earliest convenience. These 


awards will be presented to the recipients at the Fifty-Fifth Annual Meeting in Dallas, 
November 6-9, 1961. 


DISTINGUISHED SERVICE AWARD 


“The Distinguished Service Award of the Association may be awarded annually to any 
member of the Association in recognition of outstanding contributions to the advance- 
ment of medical science. Any member of the Association shall be eligible to receive the 
award and nominations may be made by any member of the Association.” 


This award was established in 1955 and has been bestowed upon five outstanding Asso- 
ciation members. 


RESEARCH MEDAL 


“The Research Medal may be awarded from time to time to a member of the Asso- 
ciation for meritorious and original research work provided the member has made con- 
tributions of sufficient importance to merit this distinction; the Council to provide for a 
proper committee to evaluate research work and report to the Council.” 


This award was established in 1912 and has been awarded a total of seventeen times, the 
last award being made at the St. Louis meeting in 1960. 


SEALE HARRIS MEDAL 


“The Seale Harris Medal may be awarded to some member of the Association as recog- 
nition for important research accomplishment in the broad field of metabolism, endocri- 
nology, nutrition, or for research which contributes to a better understanding of the 
chemical changes occurring in disease.” 


This award, established at the New Orleans meeting in 1958, was awarded for the first 
time at the Atlanta meeting in 1959, and again at the St. Louis meeting in 1960. 


METHOD OF SELECTION OF RECIPIENT 


e¢ Any member of the Association in good standing is eligible for nomination as 
a recipient of awards. 
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e Any member in good standing of the Association may nominate a recipient for awards. 


e The nominations for the recipient are evaluated by an unpublicized committee which selects 
three of the nominees annually and submits their names to the Council of the Southern Medical 
Association. 


e The Council elects annually one of the three submitted by the Committee on Special Awards as 
the recipient. 


e The election by the Council is held during the Annual Meeting of the Association and the win- 
ner is publicly presented to the Association during the last general session of the membership at 
a given annual meeting. 


MECHANICS 


Certain rules and regulations governing mechanics for nomination for awards are pro- 
vided in the Constitution. Any member of the Association desiring to place a fellow 
physician member in nomination may secure official forms upon which nominations 
shall be made from the headquarters office. Forms provide for: 


e Biographical information on the nominee, including a recent photograph 
e Medical education and training of the nominee 


e A professional history, including private practice, specialty training, contributions 
to medical literature, teaching affiliations, staff connections, etc. 


e A detailed description of a specific or general contribution or accomplishment of the 
nominee to the advancement of medical science or any of its phases upon which the 
nomination is to be based 


e Substantiating evidence of merit, including printed materials, publications, articles 
other citations, etc. 


The completed forms (and no nomination can be processed without the completion of 
all proper forms) may be mailed to the Executive Secretary of the Association, 2601 
Highland Avenue, Birmingham 5, Alabama, or mailed direct to the First Vice-President. 
The Committee on Special Awards will submit the names of not more than three nomi- 
nees for each award to the Council during its first session at a given annual meeting and 
the election of the recipient by the Council shall be held at its first session. 


The elected recipients will be notified of their election and shall receive the award at 
the last general session of the Association. 


For further information, please write: 


SOUTHERN MEDICAL ASSOCIATION 
2601 Highland Avenue 


Birmingham 5, Alabama 
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BOOK REVIEWS 


Continued from page 338 


produce the sounds of the foreign language well enough 
for most patients to understand. This is the system 
which was employed in some of the armed forces man- 
uals used extensively by the troops during World War 
II. The volume is conveniently indexed. This should 
be a most useful manual for the physician who practices 
in the large city with a cosmopolitan population. 


Electrical Impedance Plethysmography 


By Jan Nyboer, M.D., Professor, Department of Phys- 

iology and Pharmacology, Wayne State University 

Medical School, Detroit. American Lecture Series. 234 

pages. Springfield, Ill.: Charles C. Thomas, Publisher, 

1959. Price $7.50. 

Dr. Nyboer’s book is the result of working with elec- 
trical impedance plethysmography for 20 years despite 
the general skepticism of the basic value of this technic. 
This publication is largely a reflection of the author’s 
personal experience. In general the book is divided into 
two parts: the first part deals with the fundamentals of 
electrical measurement of segmental volume conductors 
by electrical resistance. Emphasis is given to the calcula- 
tion of the impedance, capacitive, and inductive char- 
acteristics of the tissues. Much space is also devoted to 
various instruments which can be used to measure elec- 
trical impedance. Particular emphasis is given to the 
high frequency method developed by the author with a 
detailed discussion of the validity of the method. This 
part of the book would be quite difficult without a good 
knowledge of electrophysiology, biophysics, and mathe- 
matics. The second part of the book deals with the use 
of impedance plethysmography in the study of specific 
vascular phenomenon. The difficulty in estimating vol- 
ume flow by determination of changes in electrical con- 
ductivity is presented in detail. 

This monograph is well written and is recommended 
particularly to those who are working in or wish to ex- 
plore this field. It would also be of great value for those 
who have a special interest in cardiovascular dynamics. 


Rose and Carless Manual of Surgery 


Edited by Michael Harmer, M.A., M.B., B.Chir. (Can- 
tab.), F.R.C.S., and Selwyn Taylor, M.A., D.M., M.Ch. 
(Oxon.), F.R.C.S., London. Nineteenth Edition. 1,356 
pages. Baltimore: The Williams & Wilkins Company, 

1960. Price $15.00. 

The neatly printed volume contains a clinical survey 
of surgery of benefit to students and practitioners. 
Thoroughly English in manner, the use of words as 
“hawked” (sputum) and “off of his food” make the read- 
ing delightful. —To the American reader, the run-on 
sentences occurring throughout are disturbing but ac- 
ceptable. The great majority of the illustrations are 
quite superior both in reproduction and pertinence; cer- 
tain of them are gems, as that of a double syphilitic 
aneurysm in one arm, and diphtheria of the umbilicus 
and abdomen in a newborn. 

Granted the necessity to be brief in covering, as thor- 
oughly as is done, every branch of surgery from cranial 
and oral, through cardiac, to urologic and orthopedic, 
the discussions of pathogenesis are quite skimpy when 
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present and in general poorly done. Dental sepsis is stil] 
considered to cause “general poisoning of the system . . . 
of a rheumatic type.” The only cause for simple goiter 
is declared as iodine deficiency; it is stated that only one 
case of deQuervain’s thyroiditis is seen for every 10 of 
Hashimoto’s; acute gastric ulcer is stated as due to an 
“infective condition of the mouth and teeth.” Errors are 
present in too-frequent number; staphylococci are not 
urea-splitters, splenectomy should simply not be recom- 
mended for sickle-cell anemia and thallassemia; intra- 
venous calcium is of dubious value for gallbladder dis- 
ease; and increased dietary fat and arsenic solution do 
not constitute therapy for adenoids. The legends on 
Plate 3 are interchanged beneath the figures for glau- 
comatous atrophy and papilledema; hyperthyroidism is 


not associated with “coarsening of the hair which tends _ 


to fall out,” reticulum-cell sarcoma of bone is not identi- 
cal with Ewing’s tumor, Curling’s rather than “Cush- 
ing’s” ulcer is seen with burns, and aspiration of blood 
and pleural fluid from the empty thorax after pneu- 
monectomy is not necessary. 

The above comments will set the tone for the feeling 
that, despite some very excellent clinical descriptions, 
the drawbacks are quite sufficient to temper recommen. 
dation of this text to the student. There is nonetheless 
sufficient colour in both prose and picture, and variance 
of across-the-Atlantic outlook to make perusal of this 
volume rewarding for the interested. 


Injuries of the Brain and Spinal Cord 
and Their Coverings 


Edited by Samuel Brock, New York University. Fourth 
Edition. 732 pages. New York: Springer Publishing 
Company, Inc., 1960. Price $18.50. 

In this fourth edition of a well-known work on the 
subject of trauma to the central nervous system, the dis- 
tinguished editor has assembled an equally celebrated 
staff of 30 contributors. In addition to a thorough con- 
sideration of skull fractures, concussion, cranial nerve 
injury, intracranial hemorrhage and post-traumatic in- 
tracranial infection, there are also sections dealing with 
post-traumatc seizures, neuroses and psychoses. Other 
injuries of the brain and spinal cord are given full cover- 
age. Such diverse subjects as the role of radiology in 
the management of head trauma, the effects of electric 
shock on the nervous system and electroencephalo- 
graphic changes in head injuries are included. One of 
the new chapters in the present edition relates to man- 
agement of the bladder in traumatic spinal paraplegia. 

Such subjects as the traumatic encephalopathy of pu- 
gilists (the “punch-drunk” state) and the relationship 
between mental deficiency and head trauma will be of 
general interest. Most physicians who are involved in 
medicolegal problems will find the chapter on malinger- 
ing helpful. 

Despite the large number of contributors to this vol- 
ume, there is a remarkable cohesiveness to this work. 
The reader who consults one section of the book will 
find references to other pertinent chapters. 

This volume deserves a place in the library of neuro- 
logists and neurosurgeons and should be a useful refer- 
ence work for all practitioners. It is highly recom- 
mended. 
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In convenient tablet form... 


Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 


DOSAGE: The recommended initial dosage for 
adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 
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LOwers propulsive 


‘\ Stops diarrhea promptly 


47 


(BRAND OF DIPHENOXYLATE HYDROCHLORIDE WITH ATROPINE SULFATE) 


MOTILity 


Now an exempt preparation under 
revised Federal Narcotic Laws 


of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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C A LDRON Give immediate relief from heartburn and gastric 
U distress with Al-Caroid. The fine-particle dispersion 

of balanced antacids in Al-Caroid quickly neutralizes 

BUBBLE excess gastric acid. The enzyme Caroid added to the 

Al-Caroid formula prevents interruption of protein di- 


i ASTRIC gestion. When antacids raise the pH of stomach contents 


. pepsin is inactivated, but the enzyme Caroid contin- 
TROUBLE ues protein digestion in AL ( AROID 
alkaline or acid media. = 


antacid powder or tablets 


American Ferment Division * Breon Laboratories Inc., New York 18, New York 
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Introducing new therapy for 


hypertension and 


congestive failure 


lowers blood pressure 
drains excess water 
calms apprehension 


Now the most widely prescribed 
diuretic-antihypertensive, hydro- 
chlorothiazide, is combined with 
the most widely prescribed tran- 
quilizer, meprobamate. It is called 
“Miluretic’”, and constitutes new 
therapy for hypertension and con- 
gestive failure — especially when 
emotional factors complicate 
treatment. 


What does Miluretic do? Both 


components are of proven value in 


the management of hypertension. In 
congestive failure, Miluretic pro- 
vides smooth, continuous diuresis. 
But Miluretic’s biggest advantage 
is that it tranquilizes hypertensive 
and edematous patients safely and 
quickly—a boon to the physician 
whose patients’ emotional reaction 
to their condition complicates 
therapy. Unlike Rauwolfia com- 
pounds, Miluretic does not cause 
depression or nasal congestion. 


Miluretic’ 


MILTOWN® + HYDROCHLOROTHIAZIDE 


Composition: 200 mg. Miltown (meprobamate, Wallace) 


+ 25 mg. hydrochlorothiazide 


Dosage: For hypertension, 1 tablet four times a day. For 
congestive failure, 2 tablets four times a day. 


Supplied: Bottles of 50 white, scored tablets 


Available at all pharmacies 


Write for samples and complete literature to 


*Trade-mark iy’ WALLACE LABORATORIES / Cranbury, N. J. 


CHY-3682 
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may | start eating. 


“crash diets”’ 
do not solve the basic patient problem: 
habitual overeating 


In the treatment of chronic obesity, ‘‘fad diets” are not the 

answer. Your patients may suffer adverse somatic as well as psychic 
effects from alternating weight loss and gain. 

At the conclusion of a “crash-diet”’ program, the patient often 
falls back into familiar habits of overeating. The problem, 
therefore, remains the same. 


The process of eliminating pounds in the chronically obese 
should be gradual. To accomplish this, obviously, new patterns 
of eating must be established. 


BAMADEX tablets help the patient be satisfied on a diet which will 
cause him to lose weight. BAMADEX tablets combine two specific agents 
to overcome the habitual overeating in the chronically obese... 

the outstanding appetite suppressant, d-amphetamine, balanced with 
the tranquilizer, meprobamate. BAMADEX tablets help the recalcitrant 
patient keep within his prescribed caloric limits. It does this by 
curbing between-meal hunger, fatigue, nervousness, insomnia, and 
dizziness, which may lead to failure in diet reduction. 


hel ps them 
to help themselves 
to less! 


meprobamate with d-amphetamine sulfate Lederle TABLETS 


BAMADEX Tablets: Each coated tablet (pink) contains: d-amphetamine 
sulfate, 5 mg.; meprobamate, 400 mg. dosage: 1 tablet one-half to one hour 
before each meal. Higher dosage may be required in certain cases. 

precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who 

are severely hypertensive. supplied: Bottles of 100 and 1,000. 


LEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 
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The basic question is whether we are to 
discard the system that has brought us to 
our present level of health care, and prom- 
ises much higher levels for the future, 
in favor of a regulatory strait jacket that 
stifles initiative, bureaucratizes research, 
and promises nothing for the future. 


You can’t places 


An editorial writer recently made the interesting suggestion 
that the pharmaceutical industry might have avoided much 
of the current public interest in its affairs if they had simply 
restricted themselves to making aspirin tablets and rubbing 
alcohol, competing only by debating which aspirin dissolves 
faster. e No one has seriously suggested a return to the 
“good old days” in therapeutics, but there are apparently 
some who would like to destroy the system that has pro- 
duced for us the finest medical care in the history of the 
world. Whether they attack the freedom of the patient to 
choose his physician, the freedom of the physician in the 
practice of his profession, or the freedom of the pharma- 
ceutical industry is immaterial. If the desideratum is simply 
maintenance of the status quo in health care, medicine 
might well have rested on its 19th century laurels and the 
pharmaceutical industry on aspi- preseripfon srce to the 


medical profession. For additional information, 


rin tablets and rubbing alcohol. 3, 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.” 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.”’3 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration e Glomerular filtration plus tubular excretion e Rapid antibacterial 
action @ Broad bactericidal spectrum e Free from resistance problems e Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


“ NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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important new drug in the 
treatment of Amebiasis 


90% cures with ANAMEBA* 


Re-examinations four months 


(From Craig and Faust, 
Clinical Parasitology) 


19% INCIDENCE: ANAMEBA SPECIFIC 
FOR AMEBIASIS 


Frye and Lampert! recently studied the 
effect of Anameba in the treatment of 
asymptomatic Endameba histolytica 
carriers. They concluded that ‘‘Results 
of treatment . . . with Anameba in a 
group of 23 carriers of E. histolytica 
were excellent. No toxic reactions or 
side effects were noted among the 49 
subjects who received the drug. . 
There was no nausea, diarrhea or other 
sign of toxicity or side effects.” 


RESULTS OF POST-TREATMENT STOOL EXAM- 
INATIONS FOR E. HISTOLYTICA 


No. Positive 
No. of Patients No. of No. Positive After First Course 
Examined Controls | Before Treatment of Treatment 
135 | 262 | 2 | 2 


later showed 90% of 
the patients were 
still cured. 


8 DAYS OF TREATMENT RESULTS 
IN 90% CURES 


A single course of treatment (1 tablet t.i.d. for 8 
days) results in improvement or complete allevia- 
tion of symptoms. Relief of symptoms of abdominal 
distress and flatulence is prompt. No toxic reactions 
or side effects occur, and no alteration in diet is 
necessary during Anameba therapy. 


Each Anameba tablet contains: Iodochlorhydroxy- 
quin 125 mg., and Bacitracin-methylene disalicylate 
5000 U.S.P. Units. Supplied: In bottles of 24 tablets. 


When you suspect biasi pecify ANAMEBA. 
For additional information, please write our Med- 
ical Department. 


1. Frye, W.W., and Lampert, R.: Treatment of 
Asymptomatic Endamoeba histolytica Carriers with 
a Formulation of Bacitracin- Methylene Disalicylate 
and Iodochlorhydroxyquin (Anameba). (To be pub- 
lished in Am. J. Gastroenterol., October, 1960.) 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 49, Ill. 
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(Salts of Dihydrohydroxycodeinone and Homatropine. plus l 


for pain 


prompt relief 
profound relief 
prolonged relief 


atc areas into further re 


f 


ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF—permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 


AVERAGE ADULT DOSE: | tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 


Each PERcoDAN* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 


Also available—for greater flexibility in dosage—PERCODAN®- 
Demi: The PERcoDAN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 


LITERATURE AVAILABLE ON REQUEST 
ENDO LABORATORIES 
Richmond Hill 18, New York 


*U.S. Patent Nos. 2,628,185 and 2,907,768 
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Percodan tablets effectively relieve pain through f i 
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PROFESSIONAL MEN 


<—_ BEECHCRAFT DEBONAIR 


IMMEDIATE DELIVERY WITH CHOICE OF MODELS AND COLORS 


For Descriptive Brochure Mail Coupon or Call 


HAL SPRAGINS, Ill, Atlanta WILLIAM C. SHILLINGLAW, Charlotte 
ROBERT J. McCREARY, Greenville 


Southern Airways Company 


ATLANTA AIRPORT 


ATLANTA, GEORGIA TEL. POplar 7-3766 
Charlotte, N. C., Tel. FRanklin 6-7150 Birmingham, Ala., Tel. FAirfax 2-0502 
Tampa, Fla., Tel. 2-3363 Orlando, Fla., Tel. CHerry 1-1585 


Greenville, S. C., Tel. CEdar 9-8032 


PLEASE SEND BROCHURE ON: [_] BEECHCRAFT DEBONAIR 


NAME TITLE 


FIRM__ 


STREET ADDRESS. 


CITY. STATE 
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for the patient who is 


coughing his head off 


_ In upper respiratory infections 


* Quiets the overactive cough reflex 
* Relieves aches and fever 

* Sedates the anxious patient 

*. Handy tablet form 


COMPOSITION: Each tablet contains: 


Acetylgalicylic 2% grains 
Acetophenetidin (Phenacetin)....... 2% grains 
Codeine Phosphate.................. % grain 
Hyoscyamus Alkaloids.............. .0337 mg. 


DOSE: One or two tablets every 3 or 4 hours, as 
required. Not more than 8 tablets should be taken 
in 24 hours. WARNING: may be habit forming. 
also HASACODE “STRONG” 


Same formula as HASACODE, but with % grain 
codeine phosphate. For use where relief of pain 
is the primary target. DOSE: As for HASACODE. 


And for relief of less severe 
type of respiratory infection: 
HASAMAL® 


Same formula as HASACODE, but without codeine 
phosphate. DOSE: As for HASACODE. 


SUPPLIED: All forms available in bottles of 100 
‘and 500 tablets. 


& COMPANY 


Richmond, Virginia 


CHARLES C. HASKELL 
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and relieve 


_EYESTRAIN 


YOU NEED THE 
“EXAMINER” 


MAGNI-FOCUSER 


Perform ENT and other close-up examinations, 

remove foreign bodies quicker and easier with 3-D 
MAGNI-FOCUSER. MAGNI-FOCUSER magnifies 

field of operation, relieves eyestrain caused by sustained 
focusing and gives true 3-D perception of depth. 
Precision ground optical glass lenses assure you of 
distortion-free, needle-sharp accuracy. Leaves both hands 
free. Worn with or without regular eyeglasses. Normal 
vision resumed by raising head slightly. Weighs 3 oz, 
Three Models—23,4x, 214x, 134x at focal lengths of 

8”, 10”, 14” respectively. Order from your supply house 
or send $10.50 for 10 day trial. Money-back guarantee. 


EDROY PRODUCTS CO., Dept. J -480 Lexington Ave. N. Y.17,N. Y. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. JAMES ASA SHIELD Dr. Weir M. Tucker 


Dr. Georce S. Futtz, Jr. Dr. Ametta G. Woop 


Jas. N. Brawner, Jr., M.D. 
Medical Director 


BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Phone HEmlock 5-4486 


ALBERT F. Brawner, M.D. 
Associate Director 
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Fostex treats 
while 


H active combination of soapless 

degreases the skin yearn and wetting agents*) 

with remarkable antiseborrheic, 

keratolytic and antibacterial 

pulverized sulfur 2%, salicylic acid 


dries and peels the skin 2% and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl! 
ary! polyether sulfonate and sodium diocty! 
sulfosuccinate. 


Patients like Fostex because it’s so easy to _ Fostex Cream and Fostex Cake 


are interchangeable for thera- 


use. Instead of using soap, they simply wash _ Peutic washing of the skin. Fostex 


Cream is approximately twice as 


acne skin with Fostex Cream or Fostex Cake _ “ving as Fostex Cake. Supplied: 


Fostex Cake—bar form. Fostex 


2to 4times daily. Cream—4.5 oz. jars. Also used as 


a therapeutic shampoo in dan- 
druff and oily scalp. 


And...since continuous 24-hour drying and peeling of acne skin is essential, 
FOSTRIL (a new, flesh-tinted drying lotion) should be used once or twice daily in addition 
to Fostex therapeutic washings. Fostril® contains Liposec® (polyoxyethylene lauryl! ether), 
7 a new, surface-active drying agent used for the first time in acne treatment. This agent, 
with 2% micropulverized sulfur and a zinc oxide, talc and bentonite base, provides 
Fostril with excellent drying properties. Fostril also contains 1% hexachlorophene. 
Available: Fostril, 1% oz. tubes. Fostril-HC (%% hydrocortisone) 25 gm. tubes. 


— WESTWOOD PHARMACEUTICALS . Buffalo 13, New York 


ostex contains: Sebulytic® base 
(unique, penetrating, surface- 
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Continued from page 333 


President; Dr. Jack V. King, Jackson, President-Elect; 
and Dr. E. C. Hamilton, Gulfport, Secretary-Treasurer. 

New members of the Mississippi State Medical Asso- 
ciation are: Dr. William H. Booth, Jr., Lambert; Dr. 
Whitman B. Johnson, Jr., Clarksdale; and Dr. Thomas 
B. Whitehead, Ellisville. 

Dr. Thurston Whitaker, Vicksburg, was elected 
President of the West Mississippi Medical Society. Dr. 
Donald Feibelman, Vicksburg, was elected Vice-Presi- 
dent and Dr. Tom Mitchell, Vicksburg, Secretary- 
Treasurer, 

Dr. John S. Barr, Selzoni, was elected President of 
Delta Medical Society. Dr. R. F. Spaulding, Arcola, 
was named President-Elect and Dr. Howard A. Nelson, 
Greenwood, was re-elected Secretary-Treasurer. Other 
officers are Drs. S$. G. Mounger and Jimmy Newton, 
Greenville, Vice-Presidents. 

Drs. E. A. Copeland and Sam J. Hooper, Jackson, 
were awarded Fifty Year Club pins and certificates 
at a recent meeting of the Central Medical Society. 
At the same meeting Dr. Clyde A. Watkins, Sanatori- 
um, became President; Dr. C. G. Sutherland, Jackson, 
was named President-Elect; and Dr. George E. Gilles- 
pie, Jackson, Secretary- Treasurer. 

Calhoun City Masonic Lodge awarded Dr. W. J. 
Aycock, Calhoun City, with a fifty year medal. 
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Dr. Donald R. Berry, Picayune, is President of the 
medical staff at Crosby Memorial Hospital. Dr. G. 
B. Stewart, Picayune, is Secretary-Treasurer. 

Dr. William R. Eure, Bay Springs, was recently 
elected President of the Bay Springs Chamber of 
Commerce. 

Dr. R. L. Forman, Clarksdale, was recently re- 
elected President of the Coahoma County Hospital 
medical staff. Dr. Van Burnham, Jr., also of Clarks- 
dale, was chosen Secretary. 

Dr. George D. Purvis, Jackson, has been chosen 
President of the medical staff of the Baptist Hospital 
in Jackson. Dr. W. C. Warner, Jackson, was named 
Vice-President and Dr. William B. Wiener, Jackson, 
Secretary. 

Dr. Richmond Sharbrough, Jackson, recently joined 
the staff of the Vicksburg Mercy Hospital-Street Clinic 
as anesthesiologist. 


MISSOURI 


Several members of the faculty of the University of 
Missouri Medical Center have been named to new 
offices in various organizations. Dr. Vernon E. Wilson, 
Dean and Director of the Medical Center, has been 
appointed a member of the Public and Professional 
Relations Committee of the Missouri Academy of 


Continued on page 62 


PERRY C. TALKINGTON, M.D., Clinical Director 
CHARLES L. BLOSS, M.D., Medical Director 

Associate Psychiatrists 

HOWARD M. BURKETT, M. D. 

JAMES K. PEDEN, M.D. 

WARD 6G. DIXON, M.D. 

JERRY M. LEWIS, M. D. 

Cc. L. JACKSON, M. D. 

RALPH M. BARNETTE, JR., B. B.A., Business Manager 


EVergreen 1-2121 Dallas 


PSYCHIATRIC HOSPITAL 

DAY HOSPITAL 

DEPARTMENT OF OUT PATIENT PSYCHIATRY 
TIMBERLAWN FOUNDATION 


For Education and Research in Psychiatry 
Narcotic Cases Not Admitted 


PSYCHIATRIC CENTER 


Clinical Psychology 

PHILIP ROOS, PH. D. 

DONALD BERTOCH, M.A. 

Social Work 

BILL M. TURNAGE, M.S.S.W. 

ROBERT L. COATES, M.S.S.W. 

GERALDINE SKINNER, B.S., O.T.R., Director of Occupational Therapy 
LOIS TIMMINS, PH.D., Director of Recreational Therapy 

FRANCES LUMPKIN, R.N., B.S., Director of Nurses 


21, Texas 


P.O. Box 1769 
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AST AID. 


FOR DIARRHEA: 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 


CAUTION. Federal taw 
dispensing without prescriptions 


Merck Sharp & Dohme 
Division of Merck & Co., Ine. 
Pa. 


Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINEs succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PEcTiIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 


Additional information on CREMomyYCcIN is available to physicians on request. 


wo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


AND SUL ARE OF MERCK & CO., INC. 
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General Practice. Three members of the Department 
of Microbiology were recently elected to offices in the 
Eastern Missouri Branch of the Society of American 
Bacteriologists: Dr. F. B. Engley, Jr., Chairman of the 
Department, was elected National Councilor; and Drs. 
H. S. Goldberg and James T. Barrett, both Associate 
Professors, were elected to the offices of Secretary- 
Treasurer and Vice-President, respectively. 

Dr. Oscar P. Hampton, Jr., St. Louis, is Vice-Presi- 
dent of the American Association for the Surgery ot 
‘Trauma. 

Dr. Durwood G. Hall, Springfield, has been elected 
to the House of Representatives of the Congress of 
the United States. 


Dr. Walter Baumgarten, St. Louis, is President of 
the St. Louis Heart Association. 

New members of the Missouri State Medical Asso- 
ciation are: Drs. Bruce B. Bellomy, Elmer G. Wake- 
field, and Alvon C. Winegar, Springfield; Dr. Charles 
R. Simmons, Windsor; and Drs. John F. Bergmann, 
Marcy A. Goldstein, George P. Hoech, Jr., Lawrence 
A. Pilla, and Robert T. Van Norman, all of St. Louis. 


The Independence Sanitarium and Hospital an- 
nounces the following officers: Dr. Richard G. Pugh, 
President; Dr. E. L. Saunders, President-Elect; Dr. S. 
F. Cockerell, Secretary-Treasurer; Dr. Charles E. Nick- 
son, Jr., Head of the Medical Department; Dr. J. H. 
Nesselrode, Head of the Surgical Department; and Dr. 
R. P. McGraw, Head of the Dental Department. The 
physicians are all of Independence. 
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The St. Leuis Proctological Society has these new 
officers: Dr. Jacob Stolar, President; Dr. Francis J. 
Burns, Vice-President; and Dr. Samuel J. Freund, Sec- 
retary-Treasurer; all of St. Louis. 


Dr. Don C. Weir is President of the St. Louis Medi- 
cal Society. Other officers include Dr. James M. Mac- 
nish, President-Elect; Dr. George L. Hawkins, Vice- 
President; and Dr. Edward D. Kinsella, Secretary. The 
physicians are all of St. Louis. 

Officers of the medical staff of Alexian Brothers 
Hospital in St. Louis include Dr. John C. Kellett, 
President; Dr. Vernon E. Michael, Secretary; and Dr. 
Alvin C. Schott, Treasurer. 


Sweet Springs Community Hospital has elected Dr. 
Charles A. Worley, Sweet Springs, as President and 
Dr. Hugh S. Brady, Concordia, Vice-President. 

Dr. W. Russell Smith, Carthage, was recently chosen 
as President of the Jasper County Unit of the Ameri- 
can Cancer Society. 

New members of the St. Louis Medical Society are 
Drs. Arthur I. Auer, John B. Cadice, LeRoy Dabbs, 
Doris Gilpin, Neville Grant, William R. Green, Robert 
J. Gresick, Wilbert J. Henke, Paul H. Hilbert, Wil- 
liam Leightner, Seymour Reichlin, Arthur A. Smith, 
James H. Utley, and James W. Walsh, all of St. Louis. 

New members of the Jackson County Medical So- 
ciety are Drs. Thomas H. McGuire, Ralph E. Mac- 
Naughton, Druery R. Thorn, Dominic F. Tutera and 
John H. Wells, all of Kansas City. 

Dr. R. E. Baska, Appleton City, is a new member 
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Out-Patient Clinic and Offices 


James A. Becton, M.D. 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 


AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


¢ simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


® no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


© does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


¢ does not impair mental efficiency or normal behavior 


Miltown: 


meprobomate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


i] WALLACE LABORATORIES / Cranbury, N. J. 


@TRADE- MARK 
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Continued from page 62 
of West Central County Medical Society. 

Dr. Donald E. Frein, Warrensburg, has become a 
member of the Johnson County Medical Society. 

Dr. Sol Sherry, Professor of Medicine, was named 
President of the Washington University Medical So- 
ciety. Other officers elected were Dr. F. Edmund 
Hunter, Jr., Professor of Pharmacology, Vice-President; 
and Dr. Lillian Recant, Associate Professor of Medi- 
cine and Preventive Medicine, Secretary. 


Dr. William S. Klein, St. Louis, was recently elected 
Secretary-Treasurer of the Southern Chapter of the 
American College of Chest Physicians. 


NORTH CAROLINA 


Members of the faculty of Bowman Gray School of — + 
Medicine have made news recently. Dr. Weston M. 
Kelsey, Professor of Pediatrics, has been chosen Presi- 
dent-Elect of the North Carolina Pediatrics Society. 


Continued on page 68 


indicated. 


DEPENDABLE 


VITA-FOOD Brewers’ Yeast furnishes a superior 
source of the whole vitamin B complex and biologi- 
cally complete protein. 


It is being increasingly used in nutritional disorders 
and for older patients, along with the other diet 


VITA-FOOD 


BREWERS’ YEAST 


lescence, drug and alcohol habituation. 


single or en suite. 


Ws. Ray GnrirFin, Jr., M.D. 
Rosert A. GrirFin, M.D. 


Appalachian Ball Noch Carolina 


An institution tor the dia and treatment of Psychiatric and Neurological ilinesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


Mark A. GriFFIN, M.D. 
Mark A. GriFFIN, JR., M.D. 
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For allergy 
For 


In a nation-wide clinical trial, 183 physi- 
cians have reported on the first 1000 cases new 


of allergy and/or pruritus treated with e ® 
Forhistal. In the 539 cases in which a com- or j ss a 
parison was made, Forhistal was judged 

better than previous therapy in 8 out of 10 


patients. Watch your mail for more details rated better 


of this important study, and for complete . 
Cases 

out of 10 


UMEIT, NEW JERSEY 
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When he sees it engraved 
OR naTablet of Quinidine Sulfate 
he has the Assurance that 
the Quinidine Sulfate is produced | 
from Cinchona Bark, is alkaloidally 
standéedis zed, and therefore of 
activity, and 


“When: the writes “DR® 
(Davies, Rose) om his prescriptions _ 
for Tablets Quinidine Sulfate, he is: 


assured that this “quality” tablet.” 


is dispensed to his patient. 


‘Qeinidine Sulfate Natural 
0.2 Gram (or grains) 


Davies, Rose® 


‘Rose & Company, Limited 
Boston 
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CLASSIFIED ADVERTISEMENTS 


FOR SALE—GE X-ray machine, 200 MA, 100 KVP, 
Manual tilt table, electric Buckey, fluoroscope, acces- 
sories. Location: South Carolina. Also: McKesson BMR 
machine with carriage. Contact GSC, c/o SMJ. 


AVAILABLE IMMEDIATELY—In Texas;  well- 
equipped, air-conditioned, modern building in ex- 
panding Gulf Coast area; retiring after many years 
practice; leaving wonderful opportunity for competent 
General Practitioner, Urologist or Internist. Contact: 
Wm. E. Marshall, M. D., P.O. Box 3150, Baytown, 
Texas. 


WANTED—Three English-speaking House Physicians 
for accredited 250-bed hospital. Excellent stipend plus 
maintenance. Write: Sister M. Francis Ann, Adm., St. 
Anthony Hospital, Louisville 4, Kentucky. 


AVAILABLE—In Nevada. Senior Psychiatrist—Salary: 
Range A—$1007 to $1223, graduation from approved 
medical school with one year internship and _ five 
years psychiatric experience or residency approved by 
the A.M.A.; Range B—$1109 to $1348, requires same 
as Range A plus certification by the American Board 
of Psychiatry and Neurology. Appointment in each 
range may be made above the entrance salary. Cur- 
rent vacancies exist at the Nevada State Hospital in 
Reno and in the Community Health Program in Las 
Vegas. This provides an excellent opportunity for 
someone desiring location in the center of a recrea- 
tional and sports area featuring skiing, hunting, fish- 
ing, etc. Apply: State Personnel Department, Carson 
City, Nevada. 


WANTED~—lInternist as Assistant Chief Physician for 
railroad employees’ owned hospital staffed by private 
clinic group. Salary basis with attractive fringe bene- 
fits. Contact ATF, c/o SMJ. 


TRANSLATOR—Retired M.D. translates and abstracts 
from German, French, Spanish, Italian, Portuguese, 
Russian, Dutch and the Scandinavian languages. 
Prompt delivery. Reasonable rates. Contact: Otto 
Hoke, M.D., 3245 3lst Avenue, North, St. Petersburg, 
Florida. 


POSITION AVAILABLE—Lucrative General Practice 
(with good prospects for Internal Medicine) located 
in Northwest Baltimore available immediately. Physi- 
cian accepting institutional appointment. Home-Office 
combination, but practice can be assumed separately. 
Independent practice management prospectus avail- 
able. Direct inquiries to Professional Business Man- 
agement, Inc. Attention: Mr. Wilburn L. McClure, 
Jr., Director, 2 East Read Street, Baltimore 2, Mary- 
land. Phone: Saratoga 7-2180. 


PRACTICE AVAILABLE — Well-established General 
Practice with unprecedented opportunities available 
in Southeastern Pennsylvania. Physician moving to 
Western state because of family health reasons. Home- 
Office combination with extremely liberal financial 
arrangements. Independent practice management 
prospectus available. Direct inquiries to Professional 
Business Management, Inc. Attention: Mr. Wilburn 
L. McClure, Jr., Director, 2 East Read Street, Balti- 
more 2, Maryland. Phone: Saratoga 7-2180. 
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no cures in the first 
ten million “tries” 


only consistent, sustained relief of cold symptoms 


In 9 years Novahistine formulas haven't cured a single cold but, according 
to National Prescription Audits, they have been prescribed for relief of 
symptoms in over 10,000,000 patients. 


Novahistine LP, for instance, brings prompt, continuous cold symptom 
relief for 8 to 12 hours. Two Novahistine LP tablets in the morning and two 
in the evening will control the average patient's cold discomforts. Each 
tablet contains 25 mg. phenylephrine hydrochloride and 4 mg. chlorpro- 
phenpyridamine maleate. 


Novahistine LP 
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Four faculty members have been elected to the Society 
for Experimental Biology and Medicine: Dr. Richard 
L. Burt, Professor of Obstetrics and Gynecology; Dr. 
Thomas B. Clarkson, Associate Professor of Experi. 
mental Medicine; Dr. Hugh B. Lofland, Assistant Pro. 
fessor of Biochemistry; and Dr. Norman M. Sulkin, 
Professor of Anatomy. 

New members of the Medical Society of the State 
of North Carolina include Dr. Scott B. Berkeley, ie; 
Goldsboro; Dr. John D. Workman, Kinston; Dr. David 
L. Whitaker, Kinston; Dr. Robert M. Jamison, Leaks. 
ville; Dr. Nicholas W. Sacrinty, Leaksville; Dr. 
Thomas W. Kitchen, Jr., Lenoir; and Dr. George D. 
Kimberly, Bakersville. 


OKLAHOMA 


The Sixth Annual Meeting of the Southwestern §$o- 
ciety of Nuclear Medicine will be held in Oklahoma 
City, April 8-9, 1961, at the Ramada Inn. Inquiries 
concerning this meeting should be addressed to Dr. 
Peter E. Russo, 1200 North Walter, Oklahoma City, 
the First Vice-President and Program Chairman. 

Dr. W. F. Lewis, Lawton, is President of the Alumni 
Association of the University of Oklahoma School of 
Medicine. Dr. Samuel T. Moore, Oklahoma City, was 
named Vice-President; Dr. Wayne A. Starkey, Altus, 
Secretary; and Dr. Robert W. Lowrey, Poteau, 
Treasurer. 


Dr. Mark R. Johnson, Oklahoma City, was recently 
Continued on page 70 


25-mm. 


Recent electronic advances — fully in- 
corporated in the new Burdick EK-III 
Electrocardiograph — permit doctors 
to obtain ECG tracings of unparalleled 
clarity and accuracy. Due to better 
frequency response, diagnostic detail 
is outstanding at both 25- and 50-mm. 
per-second speeds. The Burdick EK- 
III saves time, too. Its stability of 
operation and fast switching enable 
the operator to obtain a complete trac- 
ing quickly and surely. Let Burdick 
bring you up to date. See the modern 
EK-III soon! 


THE BURDICK CORPORATION 
Milton, Wisconsin 


Branch Offices: NEW YORK * CHICAGO * ATLANTA © LOS ANGELES 
Dealers in all principal cities 


> 


The Silver Hill Foundation 


New Canaan, Connecticut 


announces 


Three-Year Residency Training 
Program in Psychiatry 


Affiliated with Departments of Psychiatry and 
Neurology of the College of Physicians and 
Surgeons, Columbia-Presbyterian Medical School, 
New York City. 


Ist year spent at Medical Center, New York, 
N. Y. 2nd and $rd years at Silver Hill, New 
Canaan, Conn. 


For further information and application form, 
write: William B. Terhune, M.D., Medical Di- 
rector, The Silver Hill Foundation, Box 1177, 
New Canaan, Conn. 
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ULCERATIVE CotitTis 


Ulcerative Colitis is a difficult and distressing disease to treat. How- 
ever, the outlook for the patient with chronic ulcerative colitis has 
been greatly improved since the introduction of the newer sulfon- 
amides, such as Azulfidine, steroids, and antibiotics. 


min 


Roent Reais Roentgenological diagnosis. Lu- Proctosigmoidoscopic diagnosis. 


® 
TREATMENT Brand of Salicylazosulfapyridine 


Azulfidine is the most widely accepted sulfonamide for the 
treatment of ulcerative colitis. Administration of Azulfidine 
produces rapid regression of the ulcerative and inflammatory 
lesions of the bowel. Remission or considerable improvement 
has occurred in 70 to 80 per cent of the patients treated. 
Azulfidine is safe for long term administration because its 
toxicity is extremely low and drug reactions are rare. 


Film available on “The Early Detection and Medical Management of Chronic Ulcer- 
ative Colitis”. 16 mm in sound and color, running 31 minutes. Address requests to 
Ideal Pictures Inc., 58 E. South Water Street, Chicago, Illinois. 


501 FIFTH AVENUE, NEW YORK, 17., N.Y. 
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DORNWAL® HAS BEEN CALLED 
“THE GENERAL TRANQUILIZER 
FOR GENERAL PRACTICE.” 


Suppose the physician visiting this patient finds 
that he has to be hospitalized. Certainly he wants 
an alert but not excited fellow who can respond 
to the history and physical on admission. De- 
pending on the condition, of course, the thing to 
do is to give the patient one or two tablets of 
Dornwal before he ever leaves his home. 

Dornwal will calm the patient but won’t make 
him drowsy or give him feelings of depersonali- 
zation. And what’s more, while Dornwal most 
assuredly tranquilizes, it won’t interfere with most 
other medications that your subsequent examin- 
ation or laboratory studies may indicate. 

Since every man in general practice encounters 
such situations almost daily, it makes good sense 
to keep some tablets in one’s bag, doesn’t it? 
We will be glad to send you a supply. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”, Dornwal is amphenidone 


No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 
ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when admini da ded dosages. 


Maltbie Laboratories Division, 


t 
Wallace & Tiernan Inc., Belleville 9,N.d. 
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named to the University of Oklahoma Board of Re- 
gents by Governor J. Howard Edmondson. 

Dr. Walter E. Brown, Tulsa, and Dr. John F. Bur- 
ton, Oklahoma City, have been appointed as _profes- 
sional consultants to the Department of Health, Edu- 
cation and Welfare’s Board of Public Assistance. 

Otticers of the Oklahoma City Clinical Society are 
Dr. Thomas C. Points, President; Dr. Scott Hendren, 
Director of Clinics; Dr. Lynn H. Harrison, Vice-Presi- 
dent; Dr. Coye W. McClure, Secretary; and Dr. Paul 
D. Erwin, Treasurer. The physicians are all of Okla- 
homa City. 

Dr. Frank James, Hominy, has been named Presi- 
dent of the Hominy Chamber of Commerce. 

Dr. Worth M. Gross, Tulsa, is President-Elect of the 
Tulsa County Medical Society. 


SOUTH CAROLINA 


New officers of the Columbia Medical Society are 
Dr. Weston C. Cook, President; Dr. James T. Green, 
President-Elect; Dr. Joe E. Free, Vice-President; Dr, 
Charles R. Sloan, re-elected Secretary; Dr. Waitus O. 
‘Tanner, re-elected Treasurer; and Dr. P. F. LaBorde, 
Editor of the Recorder. The physicians are all ot 
Columbia. 

Dr. Julian Inabinet, Chesterfield, is serving as 
surgeon at the Chesterfield Memorial Hospital. 

The following Georgetown physicians are officers of 
the Georgetown County Medical Society: Dr. Robert 
Quinn, President; Dr. James Forrester, Vice-President; 
and Dr. Lide Williams, Secretary-Treasurer. 


TENNESSEE 


Dr. Glenn E. Horton, Memphis, has been appointed 
Medical Consultant in Pulmonary Diseases for the 
United States Public Health Service (Marine) Hospi- 
tal in Memphis. 

Officers of the Memphis-Shelby County Medical So- 
ciety are Dr. Bland W. Cannon, President; Dr. Alvin 
J. Ingram, President-Elect; Dr. A. Roy Tyrer, Jr., Vice- 
President; Dr. Charles L. Clarke, Secretary; and Dr. 
William T. Satterfield, Treasurer. The physicians are 
all of Memphis. 

During a recent meeting of the Greene County 
Medical Society, the following officers were elected: 
Dr. Haskell Fox, President; Dr. Lewis McGuffin, Vice- 
President; and Dr. Luke L. Ellenburg, Secretary- 
Treasurer, all of Greeneville. Dr. Ellenburg has also 
been elected a Fellow of the American Academy of 
Pediatrics. 

Dr. Coulter Young, Manchester, is President of the 
Coftee County Medical Society. Dr. Clarence Farrar, 
Manchester, is Vice-President; and Dr. Charles B. 
Harvey, Tullahoma, is Secretary-Treasurer. 

Officers of the Chattanooga-Hamilton County Medi- 
cal Society are Dr. Augustus McCravey, President; Dr. 
Edward G. Johnson, President-Elect; and Dr. Charles 
W. Hawkins, Secretary-Treasurer. The doctors are all 
from Chattanooga. 


Dr. Nat Winston, Jr., has been named Superintend- 
ent of the Chattanooga-State Psychiatric Hospital. 


Continued on page 72 
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whether 

muscle spasm 

is caused by 
tension or trauma 


orphenadrine citrate 


wt relieves the muscle in spasm and the 
“i associated pain...exerts its action 
: only at the site of need...without 
i impairment of general muscle tonus. 
are Daylong and nightlong relief pro- 
ity vided by prolonged action. 
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ce- 
ry- 

ot 
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rar, 

B. 
oo Dosage is the same for all adults... ...just two tablets daily. 


regardless of age, sex, or weight 1 tablet (100 mg.) b.i.d. 


Available in bottles of 50 tablets. 


Northridge, California 


*U.S. Patent No. 2,567,351; other patents pending. 
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Samples on 
nose drops 
In Nasal Decongestant Therapy ream 
when effective shrinkage 
is desired in treating 
Colds @ Sinusitis 
Allergic Rhinitis 


© Rapid and prolonged action 
© Small dosage—well tolerated 
© Physiological rationale 


Prescribed by 
physicians for 


Contains: over 25 years, 
Phenylephrine Hydrochloride 0.15%, 
‘Propadrine’ Hydrochloride .... . 0.3% 


In an Isotonic Saline Menstruum. 


RHINOPTO COMPANY 3905 Cedar Springs « Dallas, Texas 
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Dr. H. L. Monroe, Erwin, has been named Unicoi 
County’s Citizen of the Year. 

Vice-President of the Southern Thoracic Surgical 
Association is Dr. E. Converse Peirce, Knoxville. 

Dr. Marion M. Young, Crossville, has been named 
Health Director for the Upper Cumberland District. 

The President of the McKenzie Chamber of Com- 
merce is Dr, E. E. Edwards, McKenzie. 

Dr. Joe Hampton Henshaw, Sweetwater, has been 
admitted to Fellowship in the American College of 
Surgeons. 

Officers of the medical staff of the Maury County 
Hospital in Columbia are Dr. Harry C. Helm, Presi- 
dent; Dr. Edwin K. Provost, Vice-President; and Dr, 
Ambrose M. Langa, Secretary. 

The following Nashville physicians are officers ot 
the Nashville Academy of Medicine: Dr. Laurence 
Grossman, President; Dr. Joseph M. Ivie, President- 
Elect; and Dr. Tom Nesbitt, Secretary-Treasurer. 

Dr. R. Beverly Ray is President of the Memphis 
Baptist Hospital medical staff. Other officers are Dr. 
Marcus J. Stewart, Vice-President; and Dr. Gordon L. 
Mathes, Secretary, all of Memphis. 

Medical staff officers at St. Mary’s Hospital in Knox- 
ville are Dr. B. M. Overholt, Chief; Dr. Floyd N. 
Bankston, Vice-Chief; and Dr. James P. Harmon, 
Secretary-Treasurer. 

Dr. C. Windem Kimsey, Chattanooga, has been 
certified as a Diplomate of the American Board of 
Radiology. 

The Memphis Pediatric Society has elected the fol- 
lowing officers: Dr. Raphael N. Paul, President; Dr. 
Albert N. Jones, Vice-President; and Dr. Fontaine S. 
Hill, Secretary-Treasurer, all of Memphis. 

President of the Tennessee Public Health Association 
is Dr. Alex B. Shipley, Knoxville. 

Dr. Edwin E. Gray, Tullahoma, is Chief of Staff of 
Coffee County Hospital. Other officers are Dr. Horace 
A. Farrar, Vice-Chief; and Dr. L. G. Gardner, Secre- 
tary-Treasurer, both of Manchester. 

The following pathologists have been named Diplo- 
mates of the American Board of Pathology: Drs. 
James W. Geisler and D. LaZelle Michaelis, both ot 
Memphis; and Dr. William O. Green, Jackson. 

Dr. John Hamsher, Memphis, is President-Elect of 
the Memphis Branch of the Southeastern Section of 
the American Urological Association. 

The following Knoxville physicians are officers ot 
the Presbyterian Hospital in Knoxville: Dr. William 
S. Muse, Chief of Staff; Dr. Kenneth Shoemaker, Vice- 
Chief; and Dr. R. H. Duncan, Jr., Secretary. 

Dr. Felix G. Line is Chief of Staff of Children’s 
Hospital in Knoxville, and Dr. Joe Garcia is Vice- 
Chief. 

Dr. Joseph E. Acker, Jr., Knoxville, has been re- 
elected Chief of Staff at University Hospital. 

Officers of the medical staff of St. Joseph Hospital 
in Memphis are: Dr. Lawrence C. Lewis, Jr., Presi- 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


LET YOUR PATIENTS BREATHE EASIER! 


In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. 


UNSURPASSED RELIEF OF NASAL CONGESTION: 
In DIMETAPP Extentabs, the unexcelled antihista- 
mine, Dimetane, and two outstanding decongest- 
ants—phenylephrine and phenylpropanolamine — 
promptly dry secretions and reduce edema and 
congestion in the nose, the sinuses, and the upper 
respiratory tract. 

CLEAR BREATHING FOR 12 HOURS ON 1 TABLET: 
Long-acting DIMETAPP Extentabs offer up to 
12-hour relief on just one tablet. Easier-to-use 
DIMETAPP reaches into areas which nose drops or 


sprays can't touch—without rebound congestion. 
EXCEPTIONAL FREEDOM FROM SIDE EFFECTS: 
DIMETAPP Extentabs are exceptionally free of side 
reactions. Dimetane offers a high percentage of 
relief with only drowsiness as a possible, infrequent 
side effect. Small, fully efficient dosages of decon- 
gestants minimize overstimulation. 


OIMETAPP_Extentabs contain Dimetane® (parabromdylamine [bromphen- 
iramine] maleate) 12 mg.,phenylephrine HCI 15 mg.,and phenylpropanol- 
amine HCi 15 mg. 

DOSAGE; Adults—1 Extentab q.8-12 hours. Children over 6—1 Extentab 
q.12 hours. Administer with caution to patients with cardiac or peripheral 
vascular diseases and hypertension, and to those sensitive to antihistamines. 
See package insert for further details and bibliography. 


A. H. Robins Co., Inc., Richmond 20, Virginia 
ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 
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DORNWAL!* IS THE TRANQUILIZER 
VERSATILE ENOUGH TO 
BE USED ALMOST ANYWHERE. 


Take, for instance, the woman in our picture, 
suffering from a really severe tension headache. 
Aspirin she has tried, of course; but suppose she’s 
called you and you prescribed Dornwal. What 
would you expect? 

First, let us say you told the druggist to indicate 
the dosage that our clinical research has shown 
is useful in these cases — 1 or 2 tablets t.i.d. In 
all probability, she would experience relief of pain 
and a general relaxation in less than an hour. If 
she is doing her housework, she could go on with 
it, because she wouldn’t get sleepy. 

Dornwal is one tranquilizer that doesn’t make 
people sleepy. It’s a tranquilizer pure and simple. 
Its effectiveness you will see clearly the next time 
you encounter a patient given to tension head- 
aches. Try Dornwal and see the results. 

Dosage: One or two 200 mg. tablets three times 
a day. Children, age 6 to 16, one or two 100 mg. 
tablets two times a day. Administration limited 
to three months’ duration. 

Supplied: 200 mg. yellow scored tablets, and 100 
mg. pink tablets, each in bottles of 100 and 500. 
P.S. For the “‘Genericist”’, Dornwal is amphenidone 
No absolute contraindications to the use of Dornwal are known. There 
have been no reports or evidence of habituation, addiction or drug toler- 


ance in animal or clinical studies. Dornwal is relatively free from untoward 
effects when admini d at ded dosages. 


Maltbie Laboratories Division, 


Wallace & Tiernan Inc., Belleville 9, N. J. (Mattt 
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dent; Dr. Joseph C. Orman, President-Elect; and Dr, 
Paul Drenning, Secretary. 


TEXAS 


Dr. John Paul North, Chief of the Surgical Service 
at the Dallas, Texas, Veterans Administration Hospital 
and Clinical Professor of Surgery at the University of 
Texas Southwestern Medical School, is Director of the 
American College of Surgeons. 

New ofticers of the Texas Academy of Internal 
Medicine are Dr. Hugo T. Engelhardt, Houston, Presi- 
dent; Dr. David W. Carter, Jr., Dallas, President-Elect; 
and Dr. Sam C. Arnett, Jr., Lubbock, Secretary- 
Treasurer. 

Dr. Theodore P. Votteler, Dallas, has been elected to 
membership in the section on surgery of the American 
Academy of Pediatrics. 

VIRGINIA 

The Gill Memorial Eye, Ear and Throat Hospital 
will hold its Thirty-Fourth Annual Spring Congress 
April 3-8, 1961, in Roanoke. Requests for further 
information may be addressed to the Gill Hospital, 711 
South Jefferson Street, Roanoke, Virginia. 

Dr. Mack I. Shanholtz, Richmond, is the new Presi- 
dent of the Association of State and Territorial Health 
Otticers. 

Dr. Richard G. Lester will assume the position of 
Chairman of the Department of Radiology at the 
Medical College of Virginia on April Ist. 

New members of the Medical Society of Virginia are 
Dr. Portirio Arias, Dante; Dr. Joseph H. Bragdon, Mc- 
Lean; Dr. Pauline D. Carmichael, Roanoke; Dr. 
Arthur G. Harden, Charlottesville; Dr. Ivan V. Magal, 
Stuart; Dr. Dean H. Martin, Arlington; Dr. Owen C. 
Shull, Herndon; Dr. Lawrence O. Snead, Jr., Rich- 
mond; Dr. Melissa A. Warfield, Norfolk; and Dr. 
Franklin P. Watkins, Richmond. 


WEST VIRGINIA 

Oftticers of the West Virginia Academy of Ophthal- 
mology and Otolaryngology are Dr. John A. B. Holt, 
Charleston, President; Dr. Albert C. Esposito, Hunt- 
ington, President-Elect; Dr. William K. Marple, 
Huntington, Vice-President; and Dr. Worthy W. Mc- 
Kinney, Beckley, Secretary-Treasurer. 

Dr. Clark K. Sleeth has been appointed Dean of 
the West Virginia University School of Medicine. 

New members of the Council of the West Virginia 
State Medical Association are Dr. Richard V. Lynch, 
Jr., Clarksburg; Dr. Paul P. Warden, Grafton; Dr. T. 
P. Mantz, Charleston; and Dr. Ward Wylie, Mullens. 

The West Virginia State Medical Association has the 
following new members: Dr. Thomas F. Alderman, 
Man; Dr. Gerald J. Gelford, Webster Springs; Dr. 
Marion M. Malinowski, Grantsville; and Drs. William 
E. Christie, Jr., and Melvin C. Reinhard, Jr., both of 
Elkins. 

Dr. Louis M. Glick has been appointed Clinical In- 
structor in Medicine at the West Virginia University 
Medical Center. 


The following Beckley physicians are officers of the 
Raleigh County Medical Society; Dr. John A. Hed- 
rick, President-Elect; and Dr. Thomas L. Martin, 
Secretary-Treasurer. 
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double 
trouble 
of the Neri 
g.i. tract? 


dual action ENARAX provides ‘we 


10 mg. oxyphencyclimine 


in the the inherently 


long-acting anticholinergic 


therapeutic 


the tranquilizer 


tt k that does not stimulate 
a ac gastric secretion 


ENARAX 


A SENTRY FOR THE G.I. TRACT B.1.D. 


Proven effective for continuous relief of both physical and emotional aspects of G.I. disease — 
hypermotility, hyperacidity, and hyperemotivity. One tablet b.i.d. provides 24-hour control of 
symptoms in peptic ulcer, gastritis, gastroenteritis, colitis, functional bowel syndrome, duodenitis, 
hiatus hernia (symptomatic), irritable bowel syndrome, pylorospasm, cardiospasm, biliary tract 
dysfunctions, and dysmenorrhea. ENARAX has been successful in 92% of cases.!-? Let your G.I. 
patients profit from its dual, full-time therapeutic action. 


Dosage: One-half to one tablet twice daily — preferably in the morning and before retiring. The maintenance 
dose should be adjusted according to the therapeutic response. Use with caution in patients with prostatic 


hypertrophy and only with ophthalmological supervision in glaucoma. Supplied: In bottles of 60 black-and-white 
scored tablets. Prescription only. 


References: 1. Hock, C. W.: Am. J. Gastroenterol. 34:293 (Sept.) 1960. 2. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 
1959. 3. Data in Roerig Medical Department files. 


tbrand of hydroxyzine 
New York 17, N. Y. 
FOR HEMATOPOIETIC STIMULATION WHERE OCCULT BLEEDING Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 


I$ PRESENT HEPTUNA® PLUS THE COMPLETE ANEMIA THERAPY 
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You buy more than a good return with Savings Bonds. You 
help keep our country strong for today’s generation and the 
ones to come. That’s one of the reasons so many Americans buy 
and hold U. S. Savings Bonds. 


How to grow 
your Own money 


A U.S. Savings Bond is better than 
money. It grows. Plant $18.75 in a 
Savings Bond and in 734 years it’ll be 
$25 —a full one-third bigger. The U.S. 
Government guarantees this growth. 


Advantages to think about 


You can save automatically on the Pay- 


And if you can’t afford to lay out the 
full purchase price, you can buy Sav- 
ings Bondsa bit at a time through your 
Payroll Department where you work. 
It’s an automatic installment plan 
that costs you no interest or carry- 
ing charges. 


roll Savings Plan - You now earn 34% 
to maturity - You invest without risk 
- Your Bonds are replaced free if lost 
or stolen - You can get your money 
with interest anytime you want it - You 
buy shares in a stronger America. 


You save more than money with U.S. Savings Bonds <“20H, 
AMMIVERSARY 


This advertising is donated by The Advertising Council and this magazine. 
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the quality of greatness 


Resistance to antibiotics by a rising number 

of bacterial strains*—as well as superinfection 
during antibiotic therapy—poses an 

increasing problem in the management of 


upper respiratory infections in children. 

In the face of these difficulties many clinicians 
resort to time-tested Gantrisin, which 
continues to offer an expedient and realistic 
approach to pediatric respiratory infections. 


Especially useful in pediatric practice 

(and flavor-designed for children): Gantrisin Acetyl 
Pediatric Suspension and Syrup; Lipo Gantrisin. 
Consult literature and dosage information, 
available on request, before prescribing. 


*A. J. Vignec and J. G. Kuan, New York J. Med., 60:3030, 1960. 
pe — brand of sulfisoxazole 
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@ “The high levels, plus prolonged dura- 
tion of antibacterial activity and no decrease 
in absorption when given with food, should 
provide greater therapeutic effectiveness ...””! 


1. Griffith, R. S.: Antibiotic Med. & Clin. Therapy, 7:320, 1960. 
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why 
you 
can expect more 
from 


Tlosone’ 


(propionyl erythromycin ester lauryl sulfate, Lilly) 


Ilosone, in its more acid-stable form, eliminates 
the need for an ‘“‘empty stomach” for effective 
antibiotic therapy. Food no longer interferes with 
absorption to any great extent. Moreover, en- 
hanced absorption from the intestine in compar- 
ison with that of older forms of erythromycin 
assures greater certainty of therapeutic response. 
Thirdly, [losone is notably safe. In a review of 
over 20,000 case reports, there were no serious 
side-effects or toxic reactions. 

Summing up: Ilosone works decisively in a wide 
variety of infections. 


Usual Dosage: 


For infants and for children under twenty-five pounds of 
body weight, 5 mg. per pound every six hours; for chil- 
dren weighing twenty-five to fifty pounds, 125 mg. every six 
hours. 


For adults and for children over fifty pounds, 250 mg. 
every six hours. 


In more severe or deep-seated infections, these dosages 
may be doubled. 


Available in Pulvules®, suspension, and drops. 
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when allergy looms large in the life of your patient... 


BENADRYL provides a twofold therapeutic approach to the management of distressing 
symptoms of food allergy ¢ antihistaminiec action relieves gastrointestinal upset, 
urticaria, edema, pruritus, coryza ¢ antispasmodic action affords relief of gastro. 
intestinal spasm, abdominal pain, nausea, vomiting. 


BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis). Kapseals" of 50 mg.; Capsules of 25 mg.; Emplets® 
(enteric-coated tablets) of 50 mg.; in aqueous solutions: l-ce. Ampoules, 50 mg. per ec.; 10- and 30-ce. Steri-Vials,® 10 mg. per ee, 
with 1:10,000 benzethonium chloride as a germicidal agent; Elixir, 10 mg. per 4 ce.; 2% Ointment (water-miscible base); Kapseals 
of 50 mg. BENADRYL HCl with 25 mg. ephedrine sulfate. INDICATIONS: Allergic diseases such as hay fever, allergic rhinitis, 
urticaria, angioedema, bronchial asthma, serum sickness, atopic dermatitis, contact dermatitis, gastrointestinal allergy, vasomotor 
rhinitis, physical allergies, and allergic transfusion reactions, also postoperative nausea and vomiting, motion sickness, parkin- 
sonism, and quieting emotionally disturbed children. Parenteral administration is indicated where, in the judgment of the physician, 
prompt action is necessary and oral therapy would! be inadequate. DOSAGE: Oral—adults, 25 to 50 mg. three or four times daily, 
Children, 1 or 2 teaspoonfuls of Elixir three or four times daily, Parenteral — 10 to 50 mg. intravenously or deeply intramuscularly, 
not to exceed 400 mg. daily. High doses may be required in acute, generalized or chronic urticaria, allergic eczema, bronchial 
asthma, and status asthmaticus. PRECAUTION: Avoid subcutaneous or perivascular injection. Single parenteral dosage greater 


than 100 mg. should be avoided, particularly in hypertension and cardiac disease. Products containing BENADRYL should be used 9 


cautiously with hypnoties or other sedatives; if atropine-like effects are undesirable; or if the patient engages in activities requiring 
alertness or rapid, accurate response (such as driving). Ointment or Cream should not be 
ded ping skin areas. Preparations containing ephedrine are | PARKE-DAVIS 


applied to extensively d or 
subject to the same contraindications applicable to ephedrine alone, 


PARKE, DAVIS & COMPANY, Detroit 32, Michigag © 
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